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e in the treatment of peptic ulcer... 


Neutralizing hyperacidity. KOLANTYL includes a superior 
antacid combination (magnesium oxide and aluminum hydroxide, 
also a specific antipeptic) for two-way, balanced antacid activity. 


Protecting the crater. KOLANTYL includes a superior de- 
mulcent (methylcellulose, a synthetic mucin) which forms a 
protective coating over the ulcerated mucosa. 


+) Blocking spasm. KOLANTYL includes a superior antispasmodic 
(Bentyl) which provides direct smooth-muscle and parasym- 
pathetic-depressant qualities . . . without “belladonna backfire.” 


| Inactivation of lysozyme... with a proven antilysozyme, 
sodium lauryl sulfate. Laboratory research*** and _ clinical 
a results‘ indicate that the enzyme lysozyme is one of the etiologic 
; agents of peptic ulcer. By inhibiting or inactivating lysozyme, 
KOLANTYL—and only KOLANTYL—provides the important 

4th factor toward more complete control of peptic ulcer. 


errell needed for relief. Mildly minted, Kolanty] tablets 


seas may be chewed or swallowed with ease. 


(M DOSAGE: Two tablets every three hours as 


New York - CINCINNATI - Toronto 


1.Meyer, K. et al. Am. J. Med. 5:482,1948. 2. Wang, K. J. and Grossman, M. I. Am. J. Phys. 155:476,1948. 3.Grace, W. J. Am. J. Med. Sc. 217:241,1949. 
4. Hufford, A. R. Rev. of Gastroenterology, 18:588, 1951. Trademarks “‘Kolantyl,”’ ““Bentyl” 
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Trichomonas vaginalis. One out of 
5 women harbors this parasite.* 


Monilia albicans. 


against 
these 
: 
invaders... | 


FLORAQUIN 


Floraquin reestablishes normal vaginal flora, replenishes mucosal 


glycogen and restores normal vaginal pH. 


It is recommended in trichomonal, senile and monilial vaginitis, mixed 


vaginal infections and vulval and vaginal pruritus. 


FLORAQUIN TABLETS—for home use 
FLORAQUIN POWDER—for office insufflation 


*Kuder, K.: Vaginal Infections, J. Am. M. Women's A. 5:173 (May) 1950, 


SEARLE RESEARCH IN THE SERVICE OF MEDICINE 
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TRICHOMONAL 
MONILIAL 
BACTERIAL 


(nongonococcus) 


VAGINITIS 


 SUPPOSITORIE 


Average Dose: One suppository inserted every 
other night, before retiring, for five doses. An 
acid douche should be uséd on the alternating 
nights. In some cases, it may be necessary to 
extend or repeat the course. 


Supplied in boxes of 5. 


WINTHROP-STEARNS INC. 
NEW YORK 18, N. Y., WINDSOR, ONT. 


Milibis, trademark reg. U. S. & Canada, brand of bismuth glycolylarsanilate 
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GP is published monthly by the American 
Acedemy of General Practice. Materials for 
publication should be addressed to the Edi- 
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ARTICLES 


The Pigmented Nevus . 


W. Kenneth Jennings, M.D. 
Classification, differentiation, and treatment of moles. 


Fractures in Children 
Richard T. Odell, M.D. 


Discussion of the more important fractures of childhood, 
with emphasis on conservative management. 


The Clinician and the Common Cold 


Marshall C. Cheney, M.D. 
A survey of the significance and management of colds. 


Significance of Heart Murmurs 
Aaron H. Horland, M.D. 
A simplified exposition of cardiac auscultation for murmurs. 


Peripheral Nerve Injuries . 
Hendrik J. Svien, M.D., and Henry W. 
Dodge, Jr., M.D. 
Diagnostic tests and methods of treatment for peripheral 


nerve injuries. 


Practical Therapeutics—Treatment of 
Leukemia 
Walter A. Rambach, M.D., and Howard 
L. Alt, M.D. 


A discussion of methods of treatment for the various types 
of leukemia. 
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PUBLISHED MARCH 1952 


TEXTBOOK or CLINICAL PARASITOLOGY 


Including Laboratory Identification and Technic 


By DAVID L. BELDING, M.D., Professor of Bacteriology and Experimental Pathol- 
ogy, Emeritus, Boston University School of Medicine 


This new 2nd edition (published Mch. 10, 1952) which is largely 
rewritten, completely revised and entirely reset, brings to date 
factually the text which has been so widely used in medical and 
technical schools since original publication in 1942. 


Belding’s TEXTBOOK OF CLINICAL PARASITOLOGY describes the protozoan, helminthic and 
arthropod parasites of man; discusses the morphology, physiology and life history of each parasite; 
covers in detail the pathology, diagnosis, treatment and prevention of the infections and dis- 
eases produced by parasites; and provides 128 pages describing the technical methods of laboratory 
examinations and the administration of drugs useful in the treatment of parasitic diseases. 


FEATURES OF THIS NEW 2ND EDITION 
© A new chapter on the use of insecticides and repellents 
® Inclusion of the newer chemotherapeutic agents 


® Much new material dealing with amoebiasis, trypanosomiasis, leishmaniasis and schis- 
tosomiasis 


© Many new procedures included in the section on technical methods 
© Greatly expanded material on prevention and treatment 


© Further emphasis placed on life cycles and modes of transmission which are of such 
practical value in the application of preventive measures 


® Identification simplified and ready reference provided by the use of many tables and 
charts by grouping closely allied parasites so that their morphology and pathological 
activities may be readily compared 


© The profuse use of clear, scale drawings 


© References groups at the end of each chapter are restricted to comparatively recent 
sources or refer to particularly important historical developments 


Belding’s TEXTBOOK OF CLINICAL PARASITOLOGY, 2nd Edition, Published 
March 10, 1952. 1150 Pages. 1400 Illustrations (4 Color Plates). $12.00 


APPLETON-CENTURY-CROFTS, INC. | 
35 W. 32nd STREET, NEW YORK 1, N. Y. 
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VERATRITE tabule contains: 
Whole-powdered veroitum viride. .3 Craw Units 
Sodium Nitrite... ... 1 grain 


SUFPLIED Bottles of 100, 500, 1000 tabules. 


NEFSLER & COMPANY 


To Clear Congestion, Control Cough 
WITHOUT CODEINE SIDE-EFFECTS 


The action of a powerful histamine antagonist to relieve respiratory 
congestion and inflammation, alleviate bronchial irritation 
—this distinguishes Pyribenzamine Expectorant from ordinary cough syrups. 
But more than that, this unique antitussive combination 
provides a long-acting bronchiole-relaxant plus 
. an effective liquefying agent to promote more productive expectoration. 
Pyribenzamine Expectorant thus counters basic causes of cough, 
without constipation or other unfavorable reactions to codeine. 


@ Make this non-narcotic decongestant your next prescription for cough. 


; Each teaspoonful (4 cc.) contains 30 mg. 
10 mg. ephedrine sulfate, 80 mg. ammo- 


nium chloride. In pint and gallon bottles. 
| Pyribenzamine’ expecrorant 


C I b 
1 a PHARMACEUTICAL PRODUCTS, INCORPORATED, SUMMIT, NEW JERSEY 2/1803/m 
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THE MANAGING PUBLISHER 


Waraitinc this column is a pleasure. But even pleasures 
can sometimes become a chore, like taking the children to 
the zoo, for instance. 

This month, therefore, we’re going to let someone else 
write the Publisher's Memo by lifting an excerpt from a 
sales department memorandum sent by S. E. Massengill 
Company to its medical service representatives (whom you 
call detail men) throughout the country. 

In a recent issue of their house organ, Mr. H. G. 
Fletcher, sales manager of this well-known pharmaceutical 
company, had this to say: 

“In these days of rapid progress in medical sciences, no 
medical service representative can hope to reach the full 
possibilities of his earning power unless he keeps abreast 
of modern developments and is able at least to listen in- 
telligently when his physician customers begin talking 
about some new treatment or some discovery in the medi- 
cal field. 

“The various medical journals are the one source where 
these new developments are explained. The history of 
medicine has never seen as many medical journals as there 
are at the present time; some 160 medical journals of gen- 
eral circulation are published in this country alone, in- 
cluding the state and regional journals. 

“In this bewildering array it is difficult for a medical 
service representative to pick out the journal which will 
give him a broad coverage without emphasizing too much 
one of the many specialties. There is, however, one journal 
available published by the American Academy of General 
Practice, and the journal is called simply GP. In editorial 
content and style it is one of the best medical journals 
published anywhere. It has the advantage of printing ar- 
ticles of interest to general practitioners, written by out- 
standing clinicians, most of the authors being connected 
with famous medical schools, either as full professors or 
associate professors. GP sets very high standards, not only 
in its editorial department, but also for the advertisements 
of the pharmaceutical manufacturers. They have a com- 
mittee which passes on the eligibility of claims made in 
these advertisements, and accept the advertising of only 
reputable manufacturers. We can take considerable pride 
in the fact that none of the Massengill advertisements has 
ever failed to pass this highly critical board of advertising 
censors. 

“We believe that a subscription to this journal would 
be one of the most profitable investments that any of you 
men contacting physicians could possibly make.” 

A bow from the waist to Mr. Fletcher! 

—M.F.C. 
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5-4 only two cases of sensitization in over 
3,000 clinical trials. 

5-4 10 times as active as the most potent 
“ -caine type” anesthetic in the standard 


(rabbit cornea) test. 


QUOTANE OINTMENT 


for dry, fissured lesions 


QUOTANE LOTION 


for moist, oozing lesions 


Smith, Kline & French Laboratories, Philadelphia 
‘Quotane’ Trademark 
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Secretary’s Newsletter 


MARCH 1952 


Atlantic City Draws 
Doctors This Month 


Bermuda Convention 
Scheduled April 3 


Proposed in England 


Academy Counterpart 


& Several thousand doctors, three-fourths of them accompanied 
by their wives, will be on their way to Atlantic City soon after 
you read this. There, for four days, they will attend one of 
the outstanding medical meetings of the year. The Academy As- 
sembly, opening on March 24, is the only national meeting of 

the year planned by and specifically for general practitioners. 


Fifteen hours credit toward formal postgraduate study re- 


eee’ of Academy members will be earned by those who attend the 
ssembly. The program and the related exhibits will establish 

a new landmark in the unique scientific sessions for which the 
Academy has won repute. 


Convention arrangements have been based on an anticipated 
attendance of 5,000. Advance registrations, however, indicate 


that this will not be reached, though an increase over last 
year's Assembly of at least 25 per cent is expected. 


month, will highlight the social program. 


> At least 100 persons are expected to attend the scientific 
meeting arranged in Bermuda following the Atlantic City conven- 
tion. Dr. U. R. Bryner is chairman of the subcommittee appointed 
by the Committee on Scientific Assembly to arrange the progran. 
He will preside at the meeting at the Elbow Beach Hotel on 
Thursday, April 3. 


Feature of the program will be a banquet address by His Excel- 
lency the Governor of Bermuda, Lieutenant General Sir Alexander 
Hood, G.B.E., K.C.B. Sir Alexander is a medical man. 


Also on the program will be Charles Wainwright, Bermuda prac- 
titioner. Academy members presenting papers will be T. E. 


Robinson, Salt Lake City; J. R. Fowler, Spencer, Massachusetts, 
and W. H. Walton, Belleville, Illinois. 


> A Royal Academy of General Practice in England came closer to 
reality last month as advocates of the proposal won increasing 
acceptance. The impact of the National Health Service on gen- 
eral practice was more serious than on specialties. But this is 
not the chief factor behind the proposal ; forces underlying 

the move to establish an association for general practitioners 
are strikingly similar to those which led to the formation of the 
AAGP in this country. 


The British Academy (or College as some would call it) will be 
established along patterns almost identical to its American 
progenitor. Inquiries have been coming to Kansas City head- 
quarters from interested British physicians for some months. In 
response, full information about the origin, purposes, and aims 
of the AAGP have been sent. This served to increase the interest 
and crystallize the movement. 


= | 
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eee A personal appearance by Jane Froman in connection with the 

ag special showing of the film on her career, described here last 
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Washington Interest 
Focused on Military 


Would Use Royalties 
In Health Program 


Arguments in favor of an organization for general practi- 
tioners echoed those heard from many platforms in the U. S. 
during 1947 anda 1948 when the AAGP was launched. "General Prac- 
tice is a special branch of medicine," said one advocate of the 
proposal at a meeting called some months ago by the General 
Practice Review Committee of the BMA. 


The organizational structure of the Academy or College appears 
to be the only major decision remaining to be met. The tradi- 
tions and nature of medical organization in England present 
problems not encountered in America. There exists strong opposi- 


tion to the move from some quarters. 


> The heated controversy over universal military training oc- 
cupies the Washington spotlight at present. The House began 
debate last week after its Rules Committee cleared the way for 
consideration of the bill (H.R. 5904) approved by the Armed 
Services Committee. Meanwhile, the Senate is marking time on 
its version of the bill (S. 2441) as approved by Armed Services 
Committee of the upper house. 


Medical questions involved concern: (1) The question of medi- 
cal services for trainees, (2) pre-induction examinations, and 
(3) deferment for pre-med students. Both bills call for six 
months of compulsory military training at age 18 for every able- 
bodied youth, followed by seven and a half years in one of the 
reserve forces. The Senate proposal provides for gradual reduc- 
tion of the standing defense forces as the training program 
progresses until man strength is reduced to 2,500,000. 


The AMA has urged that the reserve obligation following the 
six-month duty be deferred until the trainee has completed pro- 
fessional training for which he has demonstrated aptitude. It 
has recommended that induction examinations be performed by 
private physicians on a fee basis. 


In presenting views of the AMA during hearings in the House 
committee. Dr. F. J. L. Blasingame, Wharton, Texas, commended 
the National Security Training Commission (which laid frame- 
lesirability of 


> With $40 million lying in escrow while southern oil states 
battle the Federal government over legal title to tideland oil, 
Rep. John F. Kennedy (D.-Mass.) has come forth with a novel 
solution to the controversy that may prove of great interest to 
medicine. The thirty-four-year-old son of the famed Joseph P. 
proposes in H.J. Res. 381 that royalties from submerged lands 
of the continental shelf be used for medical education and re- 
search, construction and operation of hospitals, and community 
health facilities. A twelve-man "Advisory Council" would be 
appointed to recommend to Congress the amount to be used from the 
fund annually. 


Respectfully, 
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W-T POWDER 
Relieves Gastric 
Hyper-acidity 


THE WARREN-TEED PRODUCTS CO., COLUMBUS 8, OHIO 
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Research Council, No. 119, 
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Quatitativety, the fat of Similar corresponds closely i in physicat and chemical prop: 
_., 1... @rties to the fat of mother’s milk. The high level of unsaturated fatty acids, the _ 


Ty aniformiy small globule size and the increased essential fatty acids approximate’ 
"those of breast milk. Thus Similac, like breast milk, affords easy digestion | of fat, 
- good fat retention, and encourages freedom from gastrointestinal om a | end 
from dermatologic complications due’ to low essential Lad acid diet. 


Similae is available Powder, 1 
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Editorial Advisory Board 


Allergy: Harry L. Rogers, M.D., Philadelphia, Pa.; George 
L. Waldbott, M.D., Detroit, Mich. 


Anesthesiology: John Adriani, M.D.; New Orleans, La.; 
Robert A. Hingson, M.D., Baltimore, Md.; Stevens J. 
Martin, M.D., Hartford, Conn.; Charles F. McCuskey, 
M.D., Los Angeles, Calif. 


Aviation Medicine: L. H. Bauer, M.D., Hempstead, L. I., 
N. Y.; Howard K. Edwards, M.D., Miami, Fla. 


Cardiac and Vascular Surgery: Alfred Blalock, M.D., 
Baltimore, Md.; Robert E. Gross, M.D., Boston, Mass.; 
Gerald H. Pratt, M.D., New York, N. Y. 


Cardiology: George E. Burch, M.D., New Orleans, La.; 
C. E. de la Chapelle, M.D., New York, N. Y.; William 
H. Gordon, M.D., Lubbock, Tex.; William J. Kerr, 
M.D., San Francisco, Calif.; Louis B. Laplace, M.D., 
Philadelphia, Pa; Wallace M. Yater, M.D., Washing- 
ton, D. C. 


Chemotherapy, Antibiotics and Infectious Diseases: Paul 
B. Beeson, M.D., Atlanta, Ga.; John W. Brown, M.D., 
Madison, Wis.; Harry F. Dowling, M.D., Chicago, IIl.; 
Harry A. Feldman, M.D., Syracuse, N. Y.; Maxwell 
Finland, M.D., Boston, Mass.; Perrin H. Long, M.D., 
Brooklyn, N. Y.; Karl F. Meyer, M.D., San Francisco, 
Calif.; Theodore E. Woodward, M.D., Baltimore, Md. 


Colon and Rectal Diseases: H E. Bacon, M.D., Phil- 
adelphia, Pa.; Robert Turell, M.D., New York, N. Y. 


Deficiency Diseases: Tom D. Spies, M.D., Birmingham, 
Ala. 


Dermatology and Syphilology: Leon Goldman, M.D., 
Cincinnati, Ohio; Paul A. O’Leary, M.D., Rochester, 
Minn.; Donald M. Pillsbury, M.D., Philadelphia, Pa.; 
Richard L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: J. Burns Amberson, M.D., New 
York, N. Y.; Andrew L. Banyai, M.D., Milwaukee, 
Wis.; Alvan L. Barach, M.D., New York, N. Y.; J. 
Arthur Myers, M.D., Minneapolis, Minn.; Maurice S. 
Segal, M.D., Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; A. 
E. Rakoff, M.D., Philadelphia, Pa.; E. C. Reifenstein, 
Jr., M.D., Oklahoma City, Okla.; Willard O. Thomp- 
son, M.D., Chicago, II]. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Gastroenterology: T. Grier Miller, M.D., Philadelphia, 
Pa.; Martin E. Rehfuss, M.D., Philadelphia, Pa. 
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General Medicine: Arthur L. Bloomfield, M.D., San Fran- 
cisco, Calif.; Goronwy O. Broun, M.D., Saint Louis, 
Mo.; Harold Jeghers, M.D., Washington, D. C.; William 
D. Paul, M.D., Iowa City, Iowa; Alison H. Price, 
M.D., Philadelphia, Pa.; Edward Weiss, M.D., Phil- 
adelphia, Fa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, 
M.D., Saint Louis, Mo; L. Kraeer Ferguson, M.D., 
Philadelphia, Pa.; Willis D. Gatch, M.D., Indianapolis, 
Ind.; Harris B. Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, 
Ohio; Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Washington, D. 
C.; Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake 
City, Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; 
George T. Pack, M.D., New York, N. Y.; Dr. Edith H. 
Quimby, New York, N. Y.; I. Snapper, M.D., New 
York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San 
Francisco, Calif.; R. Glenn Spurling, M.D., Louisville, 
Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., 
Saint Louis, Mo.; J. P. Greenhill, M.D., Chicago, IIl.; 
Thaddeus L. Montgomery, M.D., Philadelphia, Pa.; 
Emil Novak, M.D., Baltimore, Md.; Ernest W. Page, 
M.D., San Francisco, Calif.; Richard W. Te Linde, 
M.D., Baltimore, Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., 
Saint Louis, Mo.; Paul W. Greeley, M.D., Chicago, IIl.; 
V. H. Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, 
Ill.; Ralph K. Ghormley, M.D., Rochester, Minn. 


(Continued on page 13) 
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No Other Hypotensive 
Combines these... 


] eriloid, a product of 
Riker Laboratories re- 
search, is an alkaloidal 
extract of hypotensive 
principles obtained by 
fractionation from 
Veratrum viride. It is 
freed from the dross 
of the mother sub- 
stance. Biologically 
assayed in mammals, 
with drop in blood 
pressure as end point. 
Generically desig- 
nated alkavervir. 


ERILOID 


IN HYPERTENSION 


Uniformly potent; con- 
stancy of pharmacologic 
action permits exacti- 
tude in dosage calculated 
in milligrams... 


A unique process of man- 
ufacture produces a 
tablet which dissolves 
slowly, thus assures 
Veriloid absorption and 
action over a consid- 
erable period .. . 


Moderates blood pres- 
sure by vasorelaxant 
action independent of 
vagomotor effect . . . 


No or adre- 
nergic blocking... 


Lability of blood pres- 
sure, so important in 
meeting the demands of 
an active life, is not in- 
terfered with; no danger 
of postural hypoten- 
sion... 


6 


12 


Cardiac output is not re- 
duced... 


No compromise of renal 
function 


Cerebral blood flow is 
not decreased ... 


Tolerance or idiosyn- 
crasy rarely develops... 


Hence can be given over 
long periods in the aim 
to arrest or lessen pro- 
gression of hyperten- 
sion... 


Well tolerated in prop- 
erly adjusted dosage; 
does not lead to head- 
ache... 


Produces a prompt and 

sustained drop in blood 

— in forms of 
ypertension. 


Veriloid is available in 3 Somege forms: Veriloid (plain) in 1, 2, and 
3 mg. tablets; Veriloid-VP (Veriloid, 2 mg., and phenobarbital, 15 
mg.); Veriloid-VPM (Veriloid, 2 mg., phenobarbital, 15 mg., and 
mannitol hexanitrate, 10 mg.). 


RIKER LABORATORIES, INC., sas0 severty BivD., LOS ANGELES 48, CALIF. 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; 
Katharine Dodd, M.D., Cincinnati, Ohio; Archibald L. 
Hoyne, M.D., Chicago, Irvine McQuarrie, M.D.., 
Minneapolis, Minn.; James L. Wilson, M.D., Ann 
Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, 
M.D., Indianapolis, Ind.; Charles E. Dutchess, M.D., 
New York, N. Y. 


Physical Medicine and Rehabilitation: Frank H. Krusen, 
M.D., Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen 
Cattell, M.D., New York, N. Y.; J. H. Comroe, Jr., 
M.D., Philadelphia, Pa.; Martin Fischer, M.D., Cincin- 
nati, Ohio; Harry Gold, M.D., New York, N. Y.; John 
C. Krantz, Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. 
Beelman, M.D., Washington, D. C.; John E. Gordon, 
M.D., Boston, Mass.; Edward G. McGavran, M.D., 
Chapel Hill, N. C.; Ernest L. Stebbins, M.D., Balti- 

more, Md.; D. E. Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., 
Philadelphia, Pa.; Charles D. Aring, M.D., Cincinnati, 
Ohio; William C. Menninger, M.D., Topeka, Kan.; 
Herbert S. Ripley, M.D., Seattle, Wash.; Edward A. 
Strecker, M.D., Philadelphia, Pa.; Harold Wolff, M.D., 
New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; 
Ross Golden, M.D., New York, N. Y.; Leo G. Rigler, 
M.D., Minneapolis, Minn.; Paul C. Swenson, M.D., 
Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson 
Brown, M.D., Washington, D. C.; W. Paul Holbrook, 
M.D., Tucson, Ariz.; John H. Talbott, M.D., Buffalo, 
N. Y. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New 
Orleans, La.; William A. Sodeman, M.D., New Orleans, 
La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., 
Cleveland, Ohio; Hobart A. Reimann, M.D., Philadel- 
phia, Pa. 


AERO-KROMAYER 
by HANOVIA 


For accurate control in local ultraviolet application 


Designed, developed and engineered specifically for highly 
concentrated ultraviolet therapy under accurate focus and 
dosage, the Aero-Kromayer has a wide field of clinical 


usefulness. 


The Aero-Kromayer is completely air-cooled—operates in 
‘any desired position while delivering a constant, high-intensity 
output—and its various applicators are designed for any skin 


surface and orificial 


Just off the press—new booklet, 
Ear, Nose and Throat Conditions,” free on request. Write Dept. 3-52 


HAN O Ri Chemical & Mfg. Co. Newark 5, N. J. 


irradiation that may be required. 


“Ultraviolet Radiations in Eye, 
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© FACILITATE HOME AND OFFLGE TREATMENT 


Specific Indications: DRUG SENSITIVITY REACTIONS fol- 
lowing the administration of penicillin, other antibiotics, 
sulfonamides, etc., are a specific, practical indication for 
the use of ACTHAR Gel in Disposable Cartridge Syringes. 
In these cases, the patient demands immediate and pro- 
longed relief from the intense symptoms. ACTHAR Gel 
is definitely superior to conventional methods in terms 
of more rapid relief over greater periods of time with 
virtually no therapeutic failures. Low total dosage, with 
few injections, is required. 
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IS LONG-ACTING 


NOW IN DISPOSABLE CARTRIDGE SYRINGE 


ACTHAR Gel in a new disposable cartridge syringe pro- 
vides the advantages of the new repository ACTH prep- 
aration with the well known features of the B-Dt dis- 
posable syringe. Convenience and simplicity of adminis- 
tration greatly facilitate home and office treatment. 
The markedly prolonged action of ACTHAR Gel con- 
siderably reduces the number of injections required for 
a therapeutic response. ACTHAR Gel is intended for | 
intramuscular administration only. 


ACTHAR Gel is supplied in a sterile 1 cc. B-D cartridge 


with B-D disposable cartridge syringe in potencies of 
20 I.U. per cc. and 40 I.U. per cc. 
tT. M. Reg. Becton, Dickinson & Co. 


* THE ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE (ACTH) 


THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 


—woill-wide 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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Delicious 


ADJUDETS* 


Dextro-Amphetamine—Multivitamin Troches 
For Reducing Diets 


ADJUDETS look—and taste—like delicious candy. An effec- 
tive appetite-depressant, ADJUDETS permit the patient to 
take his medicine anywhere without the need for water. 
Furthermore, they offer these notable advantages: 

e Reduce excessive desire for food 

e Make the patient more cooperative 


e Safeguard ‘starving’ patient against vitamin 
deficiencies 


e Convenience and economy 


Supplied: On prescription only, bottles of 36 


AMPHETAMINE—MULTIVITAMIN TROCHES 
Diet sheets for your patients are available upon request. 


Wyeth Incorporated, Philadelphia 2, Pa. 


*Trademark 
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Chis Month’s Authors 


Howard L. Alt, M.D., 


is associate professor of medicine, Department of Medicine and an instructor in the De- 
partment of Chemistry at Northwestern University Medical School, Chicago, Illinois. He 
was graduated from Northwestern in 1924 and served an internship at Wesley Memorial 
Hospital, Chicago, and a residency at Peter Bent Brigham Hospital, Boston, Massachu- 
setts. Following this, Dr. Alt did graduate work at Northwestern. He has contributed more 
than fifty articles to the medical literature, and is co-author with Dr. Walter A. Rambach 
of the article appearing in this issue. 


Marshall C. Cheney, M.D., 


who is engaged in the practice of internal medicine in Berkeley, California, is associate 
in medicine on the staff of the Student Health Service Hospital at the University of Cali- 
fornia, Berkeley. Dr. Cheney, who received his medical degree from Harvard Medical 
School, Boston, Massachusetts, served his internship at the Massachusetts General Hos- 
pital, Boston. Formerly a courtesy member of the staff of Stanford University Medical 
School, San Francisco, he was medical examiner for the Draft Board during World War II. 


Aaron H. Horland, M.D., 


founder and past president of the New Jersey chapter of the Academy, has been 
engaged in the general practice of medicine for more than twenty-five years. Dr. Horland, 
who is a graduate of New York University Medical College, was the first chairman of 
the General Practice Section of the Medical Society of New Jersey. He served with the 
Air Force from 1940 to 1946. Dr. Horland, co-editor of the recent book, The Modern 
Woman's Medical Guide, is visiting physician to the convalescent branch of Newark 


City Hospital. 


W. Kenneth Jennings, M.D., 
formerly associate in surgery at Northwestern University Medical School, Chicago, Illinois, 
is chief surgeon at Cottage Hospital in Santa Barbara, California. He has held this posi- 
tion since 1947. Dr. Jennings was graduated from Northwestern University Medical 
School; his internship and graduate training were taken at the Evanston Hospital, Evan- 
ston, Illinois. He is a Diplomate of the American Board of Surgery, a Fellow of the 
American College of Surgeons, and a member of the Central and Western Surgical 


Associations. 


Richard T. Odell, M.D., 


is assistant professor of orthopedics at Washington University School of Medicine, St. 
Louis, Missouri, a position he has held since 1949. He has staff appointments at Barnes, 
St. Louis Children’s, St. Louis City, and Homer G. Phillips hospitals, all in St. Louis. 
Following graduation from Washington University in 1943, Dr. Odell took postgraduate 
training at Barnes Hospital and St. Louis Hospital for Crippled Children. His chief inter- 
est is in the field of clinical and laboratory research. 
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August 25, 1950 * 


September 1, 1950 


Prevents or quickly 
relieves diaper rash, 
chafing, dry skin and 


winter “‘eczema.”’ 


In slow-healing ulcers, wounds, burns, 


bedsores, abrasions and fissured nipples 
speeds healing, soothes, protects. 0 | mM 


Pleasantly fragrant, will not stain tissues. 


WHITE LABORATORIES, INC. - KENILWORTH, N. J. 
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hypnotic 


Ps. 


E" The extraordinarily wide margin 
of safety of Dormison permits 
patients who awaken in the early 


es morning and desire more sleep to 
repeat the dose. Dormison is rapidly 


tS metabolized (one to two hours) 
sO is no > 


"“gudiael use. There i is no evidence 
to date that Dormison has 
__-habit-forming or addiction properties. 


Two? 250 me. ¢apsutes recommended, although many patients respond to one. 


DORMISON*: (mthylparefyol Schering), capsules of 250 mg., bottles of 100. 


CORPORATION, BLOOMFIELD, N. J. 


For insomnia... you cam, prescribe Safety 
| 
DORMISON 
| weit “apithout drug hangover 
"Suppressive action. Patients awaken 4 
: 
. 


one man’s meat 


Deficiency diseases tend to be multiple and it should not surprise 
you that people eating at the same table may all have deficiency 
diseases; the surprising thing is that one may have one deficiency 
disease, while another person may have an entirely different disease. 39" 


1. Spies, T. D.: Recent Progress in Nutrition. Postgrad. Med. 6:97 (Aug.) 1949. 


VI TERRA assures rapid and 


Each Viterra Capsule Contains: 
efficient correction of multiple Vieamin A.......... 5,000 U.S.P. Units 


nutritional deficiencies wher- 
Thiamine Hydrochloride...... mg. 

ever diet is inadequate or im- Riboflavin.............6..-. 3 mg. 
Pyridoxine Hydrochloride... . . 0.5 mg. 

properly utilized. eee 25 mg. 
50 mg. 

Calcium Pantothenate........ 5 mg. 

Mixed T herols (T 

10 VITAMINS 11 MINERALS 


AND TRACE ELEMENTS | 


M 

ALL IN ONE CAPSULE 
Molybdenum............... 0.2 mg. 


Available at all Pharmacies 


J. B. ROERIG AND COMPANY, 536 LAKE SHORE DRIVE, CHICAGO 11, ILL. 
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Yours Cruly... 


LETTERS FROM OUR READERS 


In the Land of Enchantment 


Dear Sir: 

We are just about to complete a fifteen-bed modern hos- 
pital in Springer, New Mexico, and are in urgent need of 
two more doctors. Could you suggest the names of young 
doctors whom we might contact? 

We are offering a very attractive proposition for the 
right parties, and would be very glad to hear from you. 
If you can help us in this matter, we would be very 
grateful. 

Harry E. Soirn, Secretary 
Cooperative Hospital Board 
Cooperative Hospital Ass’n, Inc. 
Springer, New Mexico 


A Matter of Preference 


Dear Sir: 

I have read with a great deal of interest your editorial 
entitled, “Controversy over Diathermy,” in the December, 
1951, issue of GP concerning my article entitled, “The Ad- 
vantages of Microthermy.” 

I am certainly sorry to have embarrassed or upset any- 
one. It seems to me that among manufacturers of certain 
types of equipment too strong a spirit of competition 
exists. In the November, 1949 issue of Medical Economics 
I wrote an article entitled, “Diathermy Equipment for 
the G.P.,” which was most enthusiastically received. The 
fact that I have written an article entitled “Advantages of 
Microthermy” by no means makes diathermy obsolete so 
far as my office is concerned. I do have conventional short- 
wave diathermy machines in my office as well as micro- 
thermy, and I have found definite uses for both types of 
machines; and so will any other practitioner who uses 
diathermy and has the space available for physical therapy 
equipment. Enthusiasm for one machine does not render 
the other obsolete or useless. 

A comparable situation might be “enthusiasm for chlo- 
romycetin makes penicillin obsolete,” or, a “man’s enthus- 
iasm for a McBurney incision renders the right rectus in- 
cision obsolete.” Far from it. Each method or each bit of 
equipment available to our armamentarium enables us to 
render a higher type of service to our patients. 

As clearly stated in my article on microthermy, the re- 
sults are due to the heat produced in the tissues, and 
whether it is produced by microthermy, long-wave dia- 
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thermy, or short-wave diathermy, is determined by factors 
which are peculiar to the individual using them as well as 
to the individual receiving them. It then becomes a matter 
of preference on the part of the man offering these services. 

Let the advantages of microthermy, rather than causing 
disagreement, serve as a stimulus to further improve the 
methods of applying diathermy. This already has occurred, 
as evidenced by the simplification of the methods of apply- 
ing diathermy, which has taken place in the last few years. 

Physical medicine to me has been a matter of picking up 
information and techniques when and where available, be- 
cause prior to the last war, little of it was taught in med- 
ical schools. I assume that other general practitioners have 
experienced the same difficulties. 

Therefore, anything (even my article) that stimulates 
either the practitioner or the manufacturers to set forth 
more pertinent facts, either in accord or against mine, 
will be far more useful than indignation over what is as- 
sumed to be favoritism. 

Epwin Marttin, M.D. 
Mt. Holly Springs 
Pennsylvania 


A Student General Practice Society 


Dear Sir: 

I am writing to you in regard to the item in the Secre- 
tary’s Newsletter in the January issue of GP announcing 
the formation of our society at the University of Pennsyl- 
vania. On behalf of the society I was pleased to read it 
and wish to thank you for this recognition. The purpose 
of this letter to you is respectfully to call your attention to 
a minor error in the write-up. You mention that the so- 
ciety was composed predominantly of seniors, therefore I 
would like to present to you the actual break-down of our 
membership. In the four months since the official founding, 
our membership grew from a handful until to date it num- 
bers 104 students. This is about 20 per cent of the entire 
student body at our school. Of the 104 members, 24 are 
seniors, 38 are juniors, 26 are sophomores, and 16 are 
freshmen. 

I think this is an interesting and most significant point, 
for you see, we are getting in touch with the students 
early and before they have made decisions on internship. 
In this way we hope to be of greater influence in stimu- 
lating interest toward general practice. We, of course, real- 

(Continued on page 23) 
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more 
than 
specific 


therapy... 


may be needed to accelerate recovery 
in the common anemias. 


In treating microcytic hypochromic anemia, particularly in the patient 
of reproductive age or when blood loss of any type is a 
conditioning factor, you will want to prescribe not only iron but also 
all the elements known to be essential for the develop- 
ment and maturation of red blood cells. ‘‘Bemotinic” 
provides all these factors. 


Each capsule contains: Ferrous sulfate exsic. (3 gr.)........ 200.0 mg. 
Vitamin By U.S.P. (crystalline) 
Gastric mucosa (dried) 
Desiccated liver substance, N.F. ..... 
Folic acid 
Thiamine HC1 (B;) 
Vitamin C (ascorbic acid) 


In macrocytic hyperchromic anemias, the elements contained 

in “Bemotinic”’ will provide additional support to specific therapy, 
or may be used for maintenance once remission has been 
achieved. In many pernicious anemia patients there is need 

for iron because of a co-existent iron deficiency. 


Suggested Dosage: One or two capsules (preferably 


taken after meals) three times daily, or as indicated. 


No. 340—Supplied in bottles of 100 and 1,000 


\Bemotinic’ 
CAPSULES 


j 7 tox just the right shade of red 


<A Ayerst, McKenna& Harrison Limited 
Zz New York,N.Y. + Montreal, Canada 
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(Continued from page 21) 

ize that not every member of our society will ultimately 
wind up in general practice, but nevertheless, we feel sure 
that those who do not, will, as a result of this experience 
in medical school, receive an insight into and an apprecia- 
tion of the role of general practice in American medicine. 
This will result in a more intelligent and cooperative 
practice by the entire profession for the benefit of the pub- 
lic. Contrariwise, I personally feel that there are certainly 
others in our school who will go into general practice who 
do not as yet belong to the General Practice Society. 

There is one other matter that I would like to bring 
up although I had previously planned to write to the editor 
of GP. As you know, already over 50 per cent of our mem- 
bership is subscribed to GP. Since we have been receiving 
it, considerable interest has been stimulated thereby. I 
have been urged constantly by many of the members to 
see if we could get the back issues of the journal. I would 
therefore like to ask you if and how we could make ar- 
rangements to obtain these. I assure you they would make 
a useful contribution to the library we have started and 
are maintaining in the medical school library for the use 
of our members. 

Joun G. Hipps, President 
General Practice Society of the 
University of Pennsylvania School of Medicine 
Philadelphia, Pa. 


With the compliments of the Academy, a complete set 
of all back issues of GP has been forwarded for the library 
of this novel organization which represents the newest de- 
velopment in the renascence of general practice.—THE 
PuBLisHER. 


Indeed You May 
Dear Sir: 

May I question the answer appearing on page 82 of the 
January, 1952 issue? The topic is postamputation treat- 
ment of penile carcinoma. The answer states in part: 

“Deep x-ray therapy, either postoperative or preopera- 
tive, is generally considered to be useless, as the squamous 
carcinoma, which is usually present, is radio-resistant.” 

As a radiotherapist who has treated several cases with 
squamous carcinoma, both penile and otherwise, may I as- 
sure you that this statement is not correct. 

L. H. Garranp, M.D. 
San Francisco, Calif. 


Massage—Shoes for Babies 
Dear Sir: 

Every time I receive a copy of GP I marvel. I am sure 
that most physicians will agree with me that it is the most 
interesting, the most practical, and from the point of view 
of format, the most beautiful medical journal that has 
ever been published. The reading of each edition is a 
must, as far as I am concerned. 

Two recent articles have rekindled an interest in these 
two subjects that I have had for a long time. Unfortunately 
I have not been as successful as I wanted to be to put the 
idea across. 

The first is the article on “early ambulation to prevent 

(Continued on page 25) 
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TURICUM 


HYDROPHILIC LUBRICOID 


—combines methylcellulose as a gel and magnesium 
hydroxide in less than laxative dosage, to assure con- 
tinued hydration of the gel throughout the intestinal 
tract. Turicum encourages normal evacuation—no 
bloating, no impaction—no interference with utiliza- 
tion of oil-soluble vitamins—no danger of lipoid pneu- 
monia—no leakage. 


Pint Bottles 


LABORATORIES 
DIVISION NUTRITION RESEARCH LABORATORIES, INC. 
CHICAGO 11, ILLINOIS 


(Continued from page 23) 

thrombotic defects.” I have felt for many years that there 
is one profession that the medical profession has not given 
due credit to: namely, the masseuse and the masseur. I 
feel that every hospital should have a competent massage 
service, and that a well-trained person in this field should 
make the rounds of the hospital daily, if for no longer 
than two or three minutes per case, in order to give pas- 
sive motion to muscles that need exercise to improve cir- 
culation in the bed-ridden, to say nothing of the good 
from the psychologic effects that physiotherapy produces. 
The trouble with most masseurs is that they open an office 
and advertise their ability then attempt to treat patients— 
the results being that the doctors turn thumbs down and 
rightfully. 

The second matter was the question of the type of shoes 
a baby should wear when learning to walk. I am of the 
opinion that no child should ever have any shoes on his feet 
until after he has learned to run. I realize that that is very 
unorthodox and apparently radical, but I feel sure in my 
own mind that nature would have provided the children 
with shoes if they had been necessary. If one will analyze 
the process of walking, one will realize that it is a very 
complex co-ordination process, and that the children 
would be far better off if the feet were not encumbered 
with some artificial cover. The only reason anyone can 
present for the necessity of shoes is for the protection of 
the feet from glass, tacks, needles, etc. I am surprised 
that some pediatrician has not advanced this idea and 
made a scientific study of the situation. 

I have been amazed in examining young children to 
discover that about 90 per cent have very poor posture. 
They tend to be round shouldered and pot-bellied. This 
is not from the low income group only, but these chil- 
dren are from all strata of society. I do not know the 
cause, but in my own mind I am convinced that the 
wearing of shoes until they can run around, play a vital 
part and might even be the real reason. For years the 
American Indian has been looked upon as one of the out- 
standing races as far as posture is concerned, and I do not 
believe this to be a myth. Until civilized man came on 
the scene they did not know what shoes were. 

I pass these two ideas on to you for what they are 
worth. Again let me express my regard for your publica- 
tion, to say nothing of the splendid pioneer work the 
Academy is doing. 

Lewis T. Grecory, M.D. 
Urbana, Illinois 


We Certainly Do! 
Dear Sir: 
I am a student (senior) at Northwestern University 


Medical School. Do you have special student rates for your 
publication, GP? 


I think that it deserves a widespread circulation among 
medical students. 


A. F. ANDEREGG 
Chicago, Illinois 


For assiduous and alert students like Mr. Anderegg, GP 
offers a pale subscription rate of $5.00. 
—Tue Pus .isHEer 


OFFICE 
EFFICIENCY... 


| 


The smooth and accurate flow of a 
doctor’s records are as important 
to him as dependable transportation. 


The WI-RE-CO System simplifies 
office routine, prevents oversights, yet 
makes available concise, detailed 
histories of each patient as well as his 
complete financial record with you. 


This WI-RE-CO 
filing envelope, 
measuring 5%” 
by 7" and 
designed ‘or the 
various 
ling cabi- 
- 
cial individual 
records and case 
histories together. 
It és truly the answer 


for of 


routine in a busy office. 


WITMER 
RECORD COMPANY 
110 West 19th Street 
Kansas City 8, Missouri 
« Please send me the brochure containing 
additional information on the WI-RE-CO system: 


“RECORDS FOR DOCTORS SINCE 1913” 
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it tastes 


ANTIBIOTIC DIVISION, CHAS. PFIZER & CO., INC. 
Brooklyn 6, N.Y. 
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oral suspension 


(FLAVORED) 


the better-tolerated broad-spectrum antibiotic in the best of taste .. 


The unique physical properties of Terramycin permit 
its incorporation in a delicious non-alcoholic 
raspberry flavored diluent for unmatched palatability 
in broad-spectrum therapy. High potency —250 

mg. per teaspoonful (5 cc.). Permits new ease, 
convenience and flexibility in the therapy of a 


wide range of infectious disease. 


TERRAMYCIN 
PENICILLIN 
STREPTOMYCIN 
DIHYDROSTREPTOMYCIN 
world’s largest producer of antibiotics 
POLYMYXIN 


BACITRACIN 
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one 
million units 

can’t 
be wrong 


Remove risk of undertreatment. Use free-flowing, long-lasting injections of 


DURACILLIN ONE MILLION 


FOR AQUEOUS INJECTION 
in waste-free ampoules 


Every drop—right down to the last potent, 
vital minim—flows smoothly into your syringe. 
This is because ‘Duracillin F.A.’ One Million 
is in a new type of ampoule whose interior 
surface is treated to resist any clinging, any 
waste.* Available now in either convenient 
individual-dose or economical ten-dose 
sizes. Simply add 0.7 cc. of diluent for each 
injection to provide: 


750,000 UNITS 
250,000 UNITS 


Crystalline Procaine Penicillin—G 
Buffered Penicillin—G, Crystalline-Sodium 


4 


Total 1,000,000 UNITS 


*A pharmacologically inert 
silicone-compound coating on 


glass which reduces adher- Lilly 


ence of fluids to a minimum. 


ELI LILLY AND COMPANY ~- INDIANAPOLIS 6, INDIANA, U.S. A. 
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Editorials 


“In the Spring” 


IN THE spring a young man’s fancy is said to turn 
lightly to thoughts of love. Judging from the sched- 
ules and bulletins, in the spring the thoughts of a 
physician, young or old, are likely to turn to medi- 
cal meetings. Most physicians spend sizable seg- 
ments of their lives attending medical meetings, and 
the popular time for the big ones seems to be the 
spring of the year. Although a physician’s purpose 
in attending a medical meeting is sometimes partly 
social and political, his main motive is a desire to 
improve, a wish to advance his scientific knowledge. 

Because of the importance of all kinds of medical 
meetings in the scheme of postgraduate education, 
there is constant striving to make them more ef- 
fective. This is true even of small meetings—hos- 
pital staff conferences and county society meetings. 
Of course there is room for further improvement in 
the teaching techniques employed at meetings, both 
large and small, but we'll leave any discussion of 
the teachers’ methods for another time and give 
all our attention to the man who comes to learn. 
What can he do to make learning easier for him- 
self? 

The most important thing he can do is to create 
a proper mood. This is not quite the same as inter- 
est. Presumably he has interest to start with, or he 
probably would not bother to go to the meeting in 
the first place. There are many analogous situations 
in life. The woman who accepts an invitation to 
dine and dance wears her finest clothes and thereby 
sets a mood for enjoyment of the evening's enter- 
tainment. The good fisherman knows the impor- 
tance of clothes, company, and equipment to his 
mood for pleasure and relaxation. 

Capturing the right mood for learning at a medi- 
cal meeting is the easiest thing in the world. It en- 
tails slipping back into behavior that was second 
nature during medical school days. Most medical 
students come to lectures promptly. They look for 
good seats—the nearer the front the better. They 
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are ready with a big notebook and a good pen. They 
follow the lecturer by making the best notes they're 
able. (Later they may throw away the notes and 
study from another source they think is better, but 
the act of making notes sharpens their attention and 
increases their absorption.) And afterward they 
“needle” the lecturer with questions designed to 
make him give just a little more. When a postgrad- 
uate lecture is worth attending, the undergraduate 
mood will make attendance more profitable. 

This month we'll be meeting in Atlantic City for 
a program that merits the best possible mood for 
learning. Of course we'll not carry this “mood for 
learning” process too far, because Atlantic City is 
a mighty fascinating place, and all the best people 
will be there—our friends. And in the spring a 
young man’s fancy. . . . 


Leukemia 


In ruts issue of GP “Practical Therapeutics” is de- 
voted to the leukemias. There are a number of rea- 
sons why this subject has special interest and time- 
liness. 

First, according to Sacks and Seeman, the inci- 
dence of the leukemias is steadily rising (Blood, 
2:1, 1947). This increase is not due to changes in 
the age pattern of the population and is only partly 
due to improvements in diagnostic methods. Some 
part of the increase is actual, and reasons cannot be 
definitely assigned. 

Second, methods now being used for the treat- 
ment of leukemia give promise of opening new 
avenues of research. It is rather generally accepted 
that leukemia is a type of malignant neoplasm, and 
it is recognized that leukemia offers unique ad- 
vantages for the study of the natural history of neo- 
plastic diseases. The mere fact that the involved 
tissue is so readily accessible for examination 
(peripheral blood or bone marrow) greatly simpli- 
fies many problems of investigation. It is not sur- 
prising, therefore, that there has been a rapid accu- 
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mulation of information about new therapeutic ap- 
proaches—methods designed to alter cell metabolism 
directly (folic acid antagonists), or indirectly by 
bringing endocrine influences to bear (ACTH, Cor- 
tisone). It is not farfetched to suppose that effective 
methods for controlling other malignant neoplasms 
may came most directly from further study of the 
leukemias. 

Third, and finally, physicians have every reason 
for a special, selfish interest in leukemia. There is 
good testimony to the effect that physicians are par- 
ticularly vulnerable; they have a real occupational 
hazard as a consequence of their work with x-rays. 
Thus, by analysis of reported deaths during a twen- 
ty-year period, March has shown that the incidence 
of leukemia in radiologists was 4.68 per cent—an 
incidence over nine times as great as in nonradio- 
logic physicians (Am. J. M. Sc., 220:282, 1950). 
Moreover, Peller and Pick have emphasized that 
nonradiologic physicians are also susceptible 
(J.A.M.A., 147:893, 1951). They believe that the 
heightened risk in all physicians is due to the in- 
creased use of fluoroscopy by general practitioners 
and internists. 

We join in their plea for the development of 
methods which will give us adequate protection 
against the dangerous effects of ionizing radiation. 
In this connection, the use of a lead-glass fabric 
in place of the conventional lead-rubber apron has 
been reported by Archer and his associates 
(J.A.M.A., 148:106, 1952). This new fabric can be 
made into a durable, flexible, cleanable garment, 
covering the greater part of the body and thereby 


affording more complete protection. 


Elementary Politics 


Sure, doctor, we know you are well informed on 
the political system of the United States. You had 
years of college training, didn’t you? And before 
that you took high school civics. (Now they call it 
“political science” or “government.”) 

But, just to refresh your memory in this impor- 
tant election year, let’s take a quick review of the 
methods by which the President is chosen. 

Probably you have already picked your candidate. 
But, if you have, you may be disappointed, because 
you may not get to vote for him. No one has more 
than a hunch as to who the two leading candidates 
will be. None has been selected, though a half- 
dozen are ostensibly running for the highest office 
in the land and have been waging strenuous cam- 


paigns for months. 


The two candidates will be chosen by delegates 
to the national conventions of the Democratic and 
Republican parties in Chicago next July. But not 
a single delegate to these conventions has yet been 
chosen. The citizens of New Hampshire will be 
the first to choose their delegates when they go to 
the primary polls on March 11. 

New Hampshire is important because it is the 
only one of the forty-eight states in which dele- 
gates to the national conventions are bound, by 
state law, to vote for the winning candidate in the 
primary. They must continue to cast their ballot 
for him until his name is no longer before the con- 
vention. Hence, New Hampshire is a real test of 
candidates and its primary results will be watched 
with interest. However, a candidate may be chosen 
at the convention who was not on the New Hamp- 
shire ballot. 

In Wisconsin the law requires that state dele- 
gates vote in the convention as their party votes in 
the primary, but they are free to switch their votes 
whenever the winner in their primary poll fails to 
receive at least ten per cent of the convention votes. 

In the remaining fourteen states which choose 
delegates in a primary election, the delegates so 
elected are free to vote for whomever they choose 
when they go to the party convention. In practice 
they vote as the party politicians tell them. 

Average citizen voters have little to say about the 
selection of their delegates to the national conven- 
tions in the 32 states which choose delegates in a 
party convention. In these states county or district 
delegates are selected by party workers to go to the 
state convention where they may choose among 
candidates designated by the state leaders of their 
particular party. Here they name delegates to the 
national convention. These states represent 575 of 
the 1,200 delegates in each party. 

How, then, can a candidate claim he has a pre- 
cise number of votes committed to his candidacy 
months before the primaries or state conventions? 
Aye, there’s the rub. The answer is that a handful 
of party politicians can “deliver” the delegates in 
each state. If the party leaders are behind a particu- 
lar candidate, then he knows he will receive the 
votes of the delegates from that state. All he has to 
do is count the number of delegates from the states 
where the party politicians have pledged him their 
support. 

Of course, the excitement begins when the con- 
vention convenes and the trading starts. A state 
delegation may be ordered to switch its vote even 


before the first ballot. And from then on, the trad- 


GP @ Volume V, Number 3 


ch 


ing goes on in upstairs hotel rooms until a majority 
of the delegates have been swung in line behind 
a single candidate. 

That is how it is done. It is small wonder that 
the number of votes cast in a primary, even in a 
presidential election year, is discouragingly small. 
But, that is our system, and it’s the best we have. 
At any rate, you have the right to vote for whom- 
ever you please, and the expression of your prefer- 
ence tells the politicians who has the best chance 
to win. And, once the party boys have selected your 
candidate, your vote next November 4 will help 
determine which man and which platform of prin- 
ciples and policies wins. 


For Women Only 


WE wave never subscribed to the idea that men 
experience anything like a climacteric. Even when 
Paul de Kruif began to write scientifically on the 
subject of the male climacteric, we were not con- 
vinced. But for women, why even our grandfathers 
knew that women have a “change of life” in their 
forties or fifties when they stop having menstrual 
periods. 

Of course our grandfathers believed that insanity 
was one of the symptoms of menopause, and we 
found out a long time ago that they were wrong 
about that. But we have been pretty sure that hot 
flashes or flushes, paresthesias, and other vasomotor 
symptoms come along when a woman’s ovaries get 
tired of producing hormones. We have thought that 
the prescription of estrogenic substance for such 
symptoms is an example of good substitution ther- 
apy. It has worried us a little that androgens re- 
lieve the woman's symptoms just as well, but we 
have never been very bright about endocrinology, 
and we have never bothered to think too deeply 
about this seeming paradox. Also we sometimes 
wondered a little why so many women don’t get 
menopausal symptoms—or at least never complain 
about them. We have been puzzled too because 
some complaining women begin to have meno- 
pausal symptoms long before they stop menstruat- 
ing, and others wait a good while after they stop 
menstruating. Not many seem to get the thing 
timed just right. 

In sum, we have not been too skeptical. We have 
known that (1) women stop menstruating, (2) 
menopause is due to hormonal changes. Somewhere 
along the line we must have accepted somebody's 
assumption that there is a cause-and-effect rela- 
tionship of the hormonal changes with certain 
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symptoms—not insanity, mind you, but surely hot 
flushes and sweats and a few other strange sensa- 
tions. 

Now we are confused. We have just read John 
C. Donovan's “The Menopausal Syndrome: A 
Study of Case Histories” (Am. ]. Obst. & Gynec., 
62:1281, 1951). He rocked us in his second para- 
graph by referring to the investigations of a man 
named Fluhman who “found no correlations be- 
tween menopausal symptoms and hormonal changes 
as indicated by laboratory data” (J. Clin. Endo- 
crinol., 4:586, 1944). Apparently Donovan thought 
the matter needed reinvestigation, because he tells 
that his original purpose was a study of the rela- 
tionship between estrogens and menopausal symp- 
toms. His first step was to secure case histories from 
the 110 women who were the subjects of his in- 
quiry. The interpretation of these case histories is 
the reason for our confusion. 

These were not selected cases. During a twenty- 
two-month period, he studied all the patients who 
were referred to his gynecology clinic because re- 
ferring clinicians had diagnosed them as having 
“menopausal syndromes.” When a patient came to 
him, Donovan just let her talk—fifty minutes at a 
time. He did not name her symptoms, he just 
listened. He prescribed no drugs unless it was ap- 
parent that a patient was so strongly convinced of 
her need for medication that she might stray if she 
did not get it. Then he gave an injection of salt 
solution or of a homeopathic dose of progesterone. 

Of the 110 patients, sixty-three talked and talked 
without ever describing any of the “menopausal 
symptoms” for which they were referred. They de- 
scribed all sorts of other symptoms but never even 
so much as a single hot flash. Donovan sent them 
back to the referring clinicians, labelled “no meno- 
pausal complaints.” He believes the clinicians were 
guilty of putting words into the mouths of this 
group of patients. For example, in one case he re- 
ports, “During three fifty-minute interviews the pa- 
tient did not complain of any symptoms of a meno- 
pausal cype. Later, she answered ‘yes’ when asked if 
she had hot flashes, etc. She also answered yes to 
most symptoms that were asked for by name.” 

Forty-five patients initially described one or more 
menopausal symptoms. As interviews continued 
with this group, at least three things became appar- 
ent. First, these patients had many other symptoms 
of emotional origin; second, the so-called menopaus- 
al symptoms often had been present for years, and 
the relationship between menopause and symptoms 
became increasingly obscure; and third, the patients 
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felt better and tended to lose their “menopausal 
symptoms” without receiving any estrogens and 
without any conscious intention on Donovan's part 
that the interviews should have a therapeutic ef- 
fect. As a consequence of handling this group, Don- 
ovan believes it is likely that relief of “menopausal 
symptoms” with estrogen may be due to something 
other than the pharmacologic action of the medi- 
cation given. 

Only two patients gave a concise list of vasomotor 
symptoms with past histories free of an unusual 
number of unexplained symptoms. Subsequently it 
was learned that the menopause had a catastrophic 
emotional significance for each of these women. 
They also improved just with an opportunity to 
talk. 

Now we don’t know where we stand. Is woman’s 
climacteric a figment of man’s imagination—a reflec- 
iton of his dominant role—perhaps even a transfer- 
ence phenomenon? Maybe we should hope that 
some good investigator will hurry up and prove that 
Donovan is on the wrong track. Why, if he is right, 
maybe Paul de Kruif is, too. Maybe it is the men 
who have the climacteric after all! 


Acute Nonspecific Pericarditis 


Tue medical literature of the past six or seven years 
has contained numerous descriptions of a type of 
pericarditis called by several names. Often the ter- 
minology has included the adjective “benign.” In 
view of the experiences reported in some cases, we 
are beginning to wonder just how “benign” this 
disease really is. 

From the available reports it is quickly apparent 
that acute nonspecific pericarditis has often been 
confused with acute myocardial infarction. Perhaps 
this is less true today than it was when this form 
of pericarditis was first gaining attention. Neverthe- 
less, the problem of differential diagnosis persists. 
Cases are still being reported in which a diagnosis 
of myocardial infarction was initially made. Of 
course, the only cases of this kind reported are the 
ones in which the difficulty was finally resolved. 
We have to wonder how often a patient with acute 
nonspecific pericarditis retains a final diagnosis of 
acute myocardial infarction. In such a case, even 
though the patient might have a subsequent “be- 
nign” course as regards his physical health, the mis- 
taken diagnosis might well cause emotional and eco- 
nomic repercussions which are anything but “be- 
nign.” 

Although the course of acute nonspecific peri- 


carditis is usually measured in terms of weeks, the 
disease may sometimes be severe enough to keep 
the patient physically ill for several months. In ad- 
dition, the severe form is likely to be attended by 
some pericardial effusion. When this effusion de- 
velops rapidly, cardiac compression may result. Un- 
der such circumstances pericardial paracentesis may 
be required, and this is no “benign” procedure as 
anyone knows who has attempted to remove fluid 
for the pericardial sac. Furthermore, regardless of 
the severity of an attack, some patients have one 
or more recurrences of the disease, and some pa- 
tients develop disabling functional symptoms which 
may last for months or even years. 

It is generally agreed that the pathologic changes 
of this form of pericarditis are not restricted to the 
pericardium. The electrocardiographic changes 
which are a constant feature of the disease are 
thought to be due to myocardial involvement; and 
the cardiac enlargement, which is a feature of the 
more severe cases, is ascribed in part to cardiac dila- 
tation resulting from pathologic changes in the myo- 
cardium. The histologic character and extent of 
the myocardial involvement is unknown. Most au- 
thorities have assumed that it is entirely reversible, 
because the electrocardiogram reverts to normal and 
cardiac enlargement disappears. Now there is some 
reason to question the validity of this assumption. 
Godfrey has reported three cases of acute nonspe- 
cific pericarditis in which abnormalities of the elec- 
trocardiogram persisted during follow-up periods 
ranging from one to two and one-half years (Amn. 
Int. Med., 35: 1336, 1951). Two of the patients con- 
tinued to have dyspnea on exertion and easy fatigue, 
and in one of these cases there was residual cardiac 
enlargement. Godfrey's patients were all in the sixth 
decade of life, and one might therefore argue that 
the residual cardiac abnormalities were a result of 
some other factor, such as coronary arteriosclerosis. 
Nevertheless, the thought is sobering that they 
might have been due entirely to the pericarditis or 
to an effect of the pericarditis on pre-existing coro- 
nary artery disease. 

It seems clear to us that the word “benign” came 
into use because physicians wanted to emphasize 
that acute nonspecific pericarditis is definitely less 
dangerous—immediately or eventually—than other 
conditions with which it might be confused in di- 
agnosis—acute myocardial infarction, rheumatic 
pericarditis, and tuberculous pericarditis, especially. 
But for most of us the word really means “of a mild 
type or character.” Obviously a disease which can 
be confused with other quite serious conditions, 
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which can require pericardial tap as part of the 
treatment, which can last for months, which may 
recur, which may precipitate anxiety neurosis, and 
which may even be a cause for permanent myo- 
cardial involvement—such a disease is not benign. 


Hospitals Are Big Business 


In the one hundred years that have transpired 
since the first voluntary hospital was established in 
this country, spiraling living costs and standards 
resulting in higher hospital operating costs have 
placed the modern voluntary hospital in a precari- 
ous financial condition. 

The Pennsylvania Hospital, organized in 1751 
through the efforts of Benjamin Franklin and Dr. 
Thomas Bond, was placed on a sound footing with 
the £2,750 fund raised. In fact, that amount was 
more than was actually needed. 

But today’s American hospitals have grown to be 
big business. According to Dr. Howard A. Rusk, 
whose article on hospital care appeared in a recent 
issue of The New York Times, the 6,430 hospitals 
in the United States in 1950 had a total valuation 
of $7,791,000,000. 

The average daily cost for one patient in 1900 
was $1.19 compared to the 1950 estimate of $15.62. 
Hospital administrators are concerned, doctors are 
concerned and, most of all, patients are concerned 
with the cost of hospital care. Nail biting and hand 
wringing have given way to a practical solution 
to determine what's wrong and what's to be done. 

A citizen’s committee, whose aim is to do some- 
thing about hospital cost and to keep the American 
public from being strapped to “Ewingism,” an- 
nounces a two-year action program aimed at “pro- 
viding high quality hospital care at the lowest pos- 
sible cost to the public.” This group known as the 
Commission on Financing Hospital Care is receiv- 
ing much publicity but not out of proportion to the 
service it is rendering to the nation. 

The Commission is financed by grants from phil- 
anthropic foundations, voluntary agencies, busi- 
ness, and individuals. 

Problems to be dealt with include private patients 
who are not covered by prepayment insurance and 
the fact that charitable giving to hospitals has not 
kept pace with rising costs. 

The group’s course of action has been set and 
North Carolina has been chosen for a study of hos- 
pital financing since information on costs is avail- 
able there. North Carolina University’s president, 
Gordon Gray, heads the commission. 
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When the group of 30 American leaders de- 
velops recommendations that will have nationwide 
application, a report will be made to the public. 

That's the American way of doing. Thinking 
Americans realize that any trend toward socialism 
in an effort to solve medical costs would be stepping 
from the frying pan into the fire. 


We Knew It All the Time 


A RECENT article in the Journal of Medical Educa- 
tion, by Dr. Henry M. Fox of Harvard Medical 
School, begins with the following statement: 

“For the past five years, members of the staff of 
the Medical-Psychiatric Unit at Peter Bent Brigham 
Hospital have been conducting an experimental 
program designed to demonstrate that good medi- 
cine and good teaching are best accomplished by 
treating the person who is ill, rather than the ill- 
ness only.” 

Don’t look now, gentlemen, but we are surprised 
you had not been aware that a hundred-odd thou- 
sand general practitioners have been practicing that 
kind of “good medicine” for more years than you 
and your fathers before you can remember. For that 
is, after all, the essence of general practice—to ap- 
proach the patient as a living entity, not merely as 
a collection of separate parts, one of which shows 
evidence of malfunction unrelated to the other parts. 

In fact, under the leadership of their Academy, 
general practitioners have today gone even a step 
beyond that. They not only recognize the patient 
as a complete entity, they also realize that he has 
relationships with the members of his family and 
with his community—and that his well-being is in- 
fluenced by those relationships. So important is this 
concept in the family physician’s approach to his 
practice, that the first day’s program at our Assembly 
in San Francisco last year was devoted to a study of 
these influences. 

We are glad to note, however, that medical teach- 
ing is also taking cognizance of the importance of 
approaching pathology in terms of its relationship 
to the person. We view this as an important step 
in the right direction. Today's practicing general 
physicians didn’t have the benefit of such orienta- 
tion in their undergraduate days. They learned it, 
the hard way, through many years of taking care of 
sick people. It is heartening to know that most of 
tomorrow’s doctors may be able to begin their active 
practice already briefed on this vital relationship. 
We are confident they will be better doctors be- 


cause of it. 
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a. Junctional nevi; collar area. b. Intradermal nevus (limited pigment). 


d. Junctional nevus; vulnerable area of foot. e. Blue nevus (nonmalignant). f. Compound nevus (juvenile melanoma). 


Kodachromes by Kathryn Stephenson, M.D., 
: Cottage Hospital 


g. Pigmented seborrheic keratosis. h. Pigmented senile keratosis. 


i. Melanoma (forearm). 


Figure 1 
Various types of pigmented nevi and melanomas 
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BY W. KENNETH JENNINGS, 
Santa Barbara, California 


The best prophylaxis against the tragic consequences of malignant melanoma is the early removal of 


suspicious moles, preferably before the age of puberty. Adequate treatment implies wide excision 


including the underlying fascia. When the lesion is shown to be malignant, one should 


perform a block resection of the area of the primary lesion and the regional lymphatics and 


lymph nodes. When such radical surgery is not practicable, excision of regional lymph 


nodes may provide information of prognostic significance. 


Atruoucu the pigmented nevus (mole) is one of 
the commonest lesions seen in medical practice, it 
is a source of confusion to the clinician frequently, 
and of tragedy to the patient occasionally. The 
significance of malignant melanoma is universally 
recognized, but the ability to differentiate the 
malignant from the benign mole and knowledge of 
the surgical principles which should underlie their 
treatment are talents possessed by very few. In 
view of the importance of melanoma, it is un- 
fortunate that conflicting opinions are so common 
among surgeons and dermatologists—and even 
among the pathologists—for this can lead only to 
greater confusion. 
The writer once had a flat pigmented mole on 
the lateral aspect of the heel and was advised by a 
dermatologist that it should be destroyed by electro- 
desiccation; a pathologist suggested that it be left 
alone as long as no signs of growth or color change 
developed; a surgeon recommended excision. Preju- 
dice probably influenced acceptance of the sur- 
geon’s advice, but the excised mole proved to be of 
the “junction” type with no evidence of malignani 


propensity. The answer to the question “who was 
right” is indeed controversial and provides an ex- 
cellent excuse for again examining this subject. 
Much confusion has arisen out of the terms 
“nevus” and “melanoma.” Many authors use them 
synonymously, while others prefer to make a sharp 
distinction between the two. Ewing defines mela- 
noma as a tumor derived from pigment-producing 
cells. Since many of the pigmented nevi fail to 
satisfy the definition of tumor, it would appear 
logical to consider the two lesions separately, re- 
membering that approximately one-half the mela- 
nomas are derived from nevi. While Lee recognizes 
both a benign and a malignant melanoma, Adair 
and Pack prefer to use the term melanoma to in- 
clude all malignant tumors which arise from 
melanin-producing cells. Sachs and co-workers 
would delete the term melanoma from medical 
literature; they feel that it is ambiguous, referring 
both to a certain type of nevus and to the malig- 
nant growth which develops from it. These au- 
thors advocate use of the terms, junction nevus 
and nevocarcinoma, “since they are more specific 
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and more descriptive.” However, such a classifica- 
tion would find objectors among those pathologists 
who believe that the cell of origin of the malig- 
nant melanoma is a mesoblastic chromatophore and 
therefore prefer the term melanosarcoma to nevo- 
carcinoma. For the sake of simplicity, a modified 
terminology which includes the concept of Adair 
and of Pack that all melanomas should be con- 
sidered malignant, together with that of Sachs 
which considers that all “junction nevi” possess 
malignant potential, will be adopted for the present 
discussion. 

Most practicing physicians will share the au- 
thor’s conviction that a simple concept of the his- 
topathology of nevi will prove more useful in 
clinical practice than perhaps the more scientifically 
accurate, but at the same time more confusing, 
theories of leading pathologists. As clinicians we are 
not so much concerned with the cellular origin of 
pigmented moles as we are with information con- 
cerning their malignant potential and their proper 
treatment. 

Grossly the pigmented nevus is usually a small, 
somewhat round, flat, or slightly elevated brown 
spot. However, it may vary in size from that of a 
pinhead to a lesion several centimeters in diameter; 
the characteristic brown color is more constant than 
the size, but various depths of brown are seen. 
Occasionally a bluish or slate-gray color is noted; 
this type together with those which are so deeply 
pigmented as to appear black should arouse sus- 
picion of malignancy (melanoma) (Figure 1-i). 
Certain moles exhibit a growth of hair Chairy 
nevi), a finding which is considered by many to 
favor a benign course. The junction nevus is so- 
called because microscopically it is seen to arise at 
the junction of the epidermis and the cutis. Accord- 
ing to Sachs, “nevus cells are about the same size 
as, and appear not unlike, individual prickle cells. 
The shape is influenced by the degree of crowding, 
but they are seldom round. There is no connection 
between one cell and the other, and the cellular 
outlines are clear. The cytoplasm is distinct, well 
stained, and somewhat homogeneous. The nuclei 
are round or oval, vesicular and not deeply stained; 
frequently the cells are multinucleated. Varying 
amounts of both extracellular and intracellular pig- 
ment are seen” (Figure 5). 

There is evidence to support the belief that cer- 
tain melanomas are malignant tumors from their 
beginning, while others develop from the simple 
junction nevus. The former usually are black or 
gray and present a smooth, velvety surface. They 


frequently are seen in areas of the body which are 
not common sites for pigmented nevi, such as the 
sole of the foot, the floor of the mouth, the eye, 
and the vulva. Those which develop from nevi 
may furnish minimal or no gross evidence of ma- 
lignant change. Microscopically the cells are ar- 
ranged in groups suggestive of the structure of a 
carcinoma; some embryonic or anaplastic cells are 
present and mitotic figures are usually visible. The 
histologic findings in certain pigmented moles seen 
in children may present a picture typical of the 
melanomas of adults, but rarely do such lesions 
behave as malignant tumors, an observation which 
has led some to believe that the melanoma is sub- 
ject to the influence of endocrine factors (Figure 3). 


Differential Diagnosis 


The primary concern of the clinician is the 
matter of distinguishing dangerous moles from 
those that are harmless. To do this he must also be 
able to differentiate certain cutaneous lesions re- 
sembling moles from true nevi. Some dermatolo- 
gists refer to any congenital blemish as a nevus, 
including vascular nevi, sebaceous nevi, and sweat 
gland nevi. On the other hand most pathologists 
identify a nevus as a neoplasm derived from pig- 
mented or dopa-positive cells. We adopt Anderson’s 
classification of pigmented nevi, as follows: 

(1) Junctional nevus (dermo-epidermal or mar- 
ginal); 

(2) Intradermal nevus (common mole); 

(3) Compound nevus; 

(4) Juvenile melanoma; 

(5) Blue nevus (Jadassohn-Tieche). 

Junctional Nevus. This lesion is believed to be 
a frequent forerunner of a melanoma. It is recog- 
nized as a flat, smooth, usually hairless, light to 
dark brown mole. These nevi may occur singly 
but frequently are multiple (Figure 1 a and d). 
The clinical appearance may be modified by com- 
bination with an intradermal nevus, thus forming 
a compound nevus. Although such lesions are not 
always easy to recognize, their histologic features 
fortunately are quite characteristic; microscopic 
sections reveal clusters of enlarged, rounded, loos- 
ened cells of the basal and adjacent prickle cells 
of the epidermis. According to Anderson, they “lose 
their prickles and cohesion with the neighboring 
cells and many become powdered with fine granules 
of melanin. Mitotic figures are rarely present and 
nuclei usually show no noteworthy anaplasia.” 

Intradermal Nevus. This is the common mole 
which may appear at, or soon after, birth, and it 
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often becomes conspicuous about the time of 
puberty. These lesions are usually multiple and 
may be found on a great majority of white people. 
They occur as pigmented spots which may be flat, 
or raised, and may contain hairs (Figure I band c). 
They are easily confused with junction nevi and 
with keratoses. Histologically they are composed of 
nests and cords of cells with chromatic nuclei. The 
melanin pigment is usually limited to the super- 
ficial cells, and mitotic figures are rarely seen. 

Compound Nevus. The frequency with which 
the intradermal moles are associated with junction 
nevi makes clinical differentiation difficult. Because 
of the occasional malignant change in the dermal- 
intradermal nevus, it is highly important that such 
lesions, when treated surgically, be adequately ex- 
cised and given histologic study (Figure | f). 

Juvenile Melanoma. Anderson states that over 
90 per cent of pigmented nevi in children are of 
the compound variety, and calls attention to the 
frequency with which such lesions may present 
a histologic picture typical of malignant melanoma 
(Figures 2 and 3). It is widely recognized, how- 
ever, that these tumors rarely metastasize before 
puberty; so they may be treated conservatively. 

Blue Nevus (Jadassohn-Tieche). According to 
Anderson, the blue nevus is “a flat or slightly ele- 
vated blue or bluish-black lesion occurring particu- 
larly on the trunk and extremities and often mis- 
taken clinically for a malignant melanoma (Figure 
l e) .... if the pigment were not present the 
histologic picture would be that of a dermal neuro- 
fibroma.” A blue nevus may be combined with a 
common intradermal nevus but is rarely associated 
with a junctional mole. 

One frequently sees pigmented lesions of the 
skin which are not members of the nevus family 
but bear a striking clinical resemblance to certain 
intradermal moles and may even be mistaken for 
melanomas. Chief among these are the pigmented 
seborrheic keratoses and the senile verrucous kera- 
toses containing pigment. 

Pigmented Seborrheic Keratoses (acanthotic 
nevi or senile warts). The lesion most often con- 
fused with melanoma is perhaps the brownish, or 
bluish seborrheic keratosis. This tumor is usually 
a sharply circumscribed, slightly elevated growth 
which contains varying amounts of pigment. Itch- 
ing is common and scratching may result in irrita- 
tion, possibly bleeding. We recently examined 
such a lesion located on the back of an elderly 
woman near the waist line. She stated that the 
tumor had become painful and had grown larger 
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Figure 2. Melanoma of forearm in 25-year-old preg- 
nant female (see Figure li). Nests of nevus cells (nu- 
merous mitotic figures) are seen streaming downward 
into the corium and migrating into the epidermis. 


Figure 3. Juvenile melanoma from cheek of a 4-year-old 
female. Apparent dissolution of epidermis and exten- 
sion of nevus cells (numerous mitotic figures) into 
corium is typical of the malignant melanoma of adults. 
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Figure 4. Pigmented seborrheic verucca with super- 
imposed epidermal carcinoma. This lesion clinically 


resembles a melanoma. Treated by wide excision. 


following the application of a salve over a period 
of months (Figure 1 g). The absence of satellite 
cells and the presence of a crusting of hard scales 
favored a diagnosis of seborrheic keratosis. This 
was confirmed by tissue examination following 
extirpation. Such tumors usually appear in middle, 
or late life, in contradistinction to the melanomas 
which most often develop from congenital lesions. 
Senile Keratoses. Senile keratoses and certain 
epidermal carcinomas which develop in keratotic 
warts may be confused with malignant nevi. Squa- 
mous-cell carcinomas usually begin as small warty 
growths, or dome-shaped papules with a central 
horny spike. Occasionally they are brownish, and 
may be mistaken for a mole (Figures 1 h and 4). 


Treatment 


The high degree of malignancy characteristic of 
the melanoma has given the entire family of pig- 
mented nevi such a bad name that wholesale mis- 
management is the rule. When one considers that 
moles are perhaps the commonest lesions of the 
skin and that the incidence of melanoma is pro- 
portionately very low, a more sane and conservative 
view of this problem should result. Only 862 cases 
of melanoma were encountered at the Memorial 
Hospital in New York over a 29-year period. 
Twelve cases were seen in the Cottage Hospital, 
Santa Barbara, during the period 1940-1950. Gage 
recently reported having collected 67 cases at the 
Ochsner Clinic over a period of about eight years. 


Pigmented moles should be regarded with sus- 
picion under three conditions: (1) when the lesion 
is found in a location uncommon to ordinary moles 
(sole of foot, eye, vulva, beneath a fingernail); 
(2) when a mole undergoes any sort of change 
(color, growth, ulceration), (3) when it is located 
in a region which makes it susceptible to irritation 
(collar and belt lines, foot, bearded area of the 
face). Under any of the above circumstances the 
lesion should be excised. 

The common practice of destroying nevi by 
electrocoagulation, or with the actual cautery, 
should be condemned. There is evidence that such 
treatment may disperse live melanotic cells some 
distance from the site of the primary lesion. Gage 
reported that 65 per cent of patients with advanced 
melanoma seen at the Ochsner Clinic gave a his- 
tory of having had a black mole burned off. How- 
ever, it is not sufficient to state that all suspicious 
nevi should be excised, for improper surgical re- 
moval can be just as dangerous as destruction with 
the cautery. The writer has always felt indebted 
to the pathologist who once advised “when treat- 
ing pigmented moles place a dinner plate over the 
lesion and cut around the plate.” It should be em- 
phasized, however, that in addition to excision of 
the skin surrounding the mole, it is also important 
to carry the incision down through the underlying 
fascia to include a fascial strip corresponding in 
size to that of the excised skin, as invasion of the 
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Figure 5. Nevus Pigmentosis, Junction Type. In the 
basal layer clear cells lie singly and in nests, the 
latter have appearance of nevus-cells. One nest (N) 
is in the “dropping off” stage. Typical nevus-cell 
nests (N.C.N.) lie free in the corium. Considerable 
melanin is in basal cells, clear cells, and some nevus- 
cell nests. Courtesy J. B. Lippincott Co. 
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deep dermal and fascial lymphatics comprises one 
of the common avenues of spread. Gage condemns 
the use of local anesthesia, believing that such 
practice encourages inadequate excision. 

A simple and comparatively safe technique for 
excising these lesions consists of placing two silk 
traction sutures, one at each end of the mole, ap- 
proximately two centimeters beyond its periphery; 
the line of excision is then made safely beyond 
the traction sutures and at a corresponding distance 
from the sides of the mole; the incision is 
carried down through the underlying fascia, and 
the encompassed tissue is removed “en bloc.” Fre- 
quently it will be necessary to use a split, or full 
thickness skin graft in order to effect primary 
closure (Figure 6). 

Surgeons who have had the broadest experience 
with melanomas favor adoption of the same sur- 
gical principles which govern the treatment of 
other forms of cancer, namely, removal of the 


local tumor together with its regional lymphatics 


“en bloc.” Unfortunately malignant moles are 
frequently located at great distances from the re- 
gional lymph nodes, and such a policy may not be 
feasible. In such instances a separate dissection 
and careful examination of the regional nodes is 
advised; should evidence of metastatic melanoma 
be found in the nodes, more radical surgery may 
be necessary. In the case of primary lesions of the 
distal portion of the extremities, a shoulder girdle 
amputation or hip disarticulation may be indicated. 
Where the primary lesion occurs on the trunk, face, 
or scalp, the advisability of node dissection may be 
questioned, as further surgery, for anatomic reasons, 
would not be plausible. These are decisions for the 
surgeon skilled in the techniques of radical surgery 
and fully cognizant of the percentage chance of 
cure. 

A biopsy of a suspicious mole is almost never 
justifiable. Such a practice violates the principle of 
radical removal of the tumor and regional lymph 
nodes in continuity. The frequency with which 
“satellite cells” (small pigmented spots in the area 
of the primary lesion) appear following local ex- 
cision of malignant moles attests to the grave dan- 
ger of disseminating melanoma cells by trauma. 

Since most pathologists are reluctant to accept re- 
sponsibility for diagnosing melanomas with frozen 
sections, definitive surgery will usually be carried 
out as a secondary procedure. It cannot be overem- 
phasized, however, that adequate primary excision 
will probably do more to improve the end results of 
therapy than any. other measure. Ideally, all sus- 


picious pigmented nevi should be removed before 
puberty, and those moles which are located in areas 
where they are subject to irritation or trauma 


should be removed when discovered. 


Prognosis 


Even the most favorable reports of results of treat- 
ment of melanomas are discouraging. Pack reported 
a 17.7 per cent five-year salvage for localized 
melanomas, and a 15.6 per cent five-year salvage 
when there was regional lymph node involvement. 
In our series of twelve cases, one patient has sur- 
vived for ten years, one for ten months, and one for 
two months, without evidence of recurrence. Two 
patients are alive but have metastases; six have died, 
and one is untraced. There is therefore only one 
five-year survival in the series (Table 1). However, 


Table 1. Melanomas treated at Cottage Hospital, 
1940-50. 


Five-year survivals (no recurrence) 

Alive and well less than five years 

Alive with recurrence . 

Metastasis at time of surgery 

Dead . 

Untraced 


such results may be misleading because few cases of 
frank melanoma are seen by the surgeon before 
metastases have occurred. Only four of our cases 
had no metastases when first seen; and five came 
for treatment of secondary lesions, the site of the 
primary being undetermined. It is probable, there- 
fore, that a better understanding of these tumors, to- 
gether with improved knowledge concerning proper 
prophylactic and definitive therapy, may favorably 
influence the prognosis in the future. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


Figure 6. Split graft applied to fore- 
arm after wide excision of melanoma. 
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Figure 1. A. Fracture of 
both bones of forearm, with 
complete displacement of 
radial fragments. B. Same 
fracture 5 weeks later, with 
healing of radial fragments 
which are redisplaced. €. 
Same fracture two years 
later, showing bony union 
with no deformity of the 
right arm which is indistin- 
guishable from the left arm. 


The figures in this article, with 
the exception of Figures 7 and 
9, are used through the courtesy 
of Surgery, Gynecology and Ob- 
stetrics. 
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Figure 2 (above). A. Simple fracture of the forearm in 
an 8-year-old girl, with displacement of the fragments 
which almost invariably can be treated with closed re- 
duction. B. Results of open reduction (elsewhere), with 
ill-advised internal fixation, one screw penetrating the 
fracture site; screws of improper length. ¢. Eleven 
months later a large portion of radius sequestrated after 
removal of plates and screws. DB. Same patient five 
weeks later, showing persistent radial deformity from 
overgrowth, with marked limitation of pronation and 
supination clinically. Notice the ulna not operated wpon 
has normal contour and architecture although never re- 
duced. 


Figure 3. Nonunion following second open reduction 
(elsewhere) in a child 7 years old after eighteen months 
from time of injury. This was followed by bone graft 
which subsequently healed after four months. 
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Fractures in Children 


BY RICHARD fT. ODELL, M.D. 


Washington University School of Medicine, St. Louis, Missouri 


Fractures in children should usually be treated conservatively—open reduction 

being reserved for a few special types. Although fractures cannot always be accurately reduced 
by conservative means, the prognosis is nevertheless better in most cases than when 

operative treatment is used. The tendency to functional adaptation, with 

restoration of normal bone contour and function, is a strong one in childhood. 


Ir 1s generally recognized that fractures in children 
heal more kindly than do similar lesions in adults. 
In most instances they can be treated successfully 
by conservative methods; operative intervention is 
rarely necessary. With the introduction of noncor- 
rosive metals into fracture treatment and the ex- 
tensive use of antibiotics after operations, there has 
been a considerable increase in the number of frac- 
tures which are treated by open operation. There 
is also a tendency on the part of some surgeons to 
treat many fractures by external skeletal fixation 
with multiple pins. 

Thus it seems advisable to reiterate that such 
radical methods are dangerous and are rarely neces- 
sary in the treatment of fractures in children. Even 
for fractures in adults these methods should be used 
only by those surgeons who have special skill. 
Furthermore, it has been noted by many workers 
that operative intervention in children’s fractures 
of the long bones often leads to definite deformity, 
delayed mal- or nonunion, premature epiphyseal 
closure, and shortening of the involved extremity. 

There are several reasons why fractures in chil- 


dren are unlike similar fractures in adults. The 
rate of healing is much faster in children; growth 
factors, both longitudinal and appositional, are 
active; and those forces obeying Wolff's law are 
present. The action of these physiologic forces per- 
mits considerable leeway in the management of 
children’s fractures. In spite of the fact that there 
may be only fair alignment, partial bony contact, 
over-riding, and angulation of less than ten de- 
grees, we can usually expect an ultimate good 
result. 

This does not mean, however, that fractures in 
children should not be as accurately reduced and 
completely immobilized as possible, because res- 
toration of normal function is greatly hastened if 
this can be accomplished. Therefore, we continue 
to try for good reduction and adequate immobiliza- 
tion, and we are thankful for the forces of nature 
which hide our poorer efforts. 

Although we advocate conservative management 
of children’s fractures, we realize that complications 
arise and that operative interference must some- 
times be used. The main complications are inter- 
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position of soft tissue between the fragments, nerve 
injuries, circulatory impairment which may result 
in Volkmann’s ischemic contracture, and the pres- 
ence of factors which delay proper treatment, such 
as severe abdominal or head injuries. Obviously 
compound fractures require operative intervention, 
but we shall not extend the scope of this paper to 
cover this type of fracture. 

There are certain fractures in children which re- 
quire operative treatment. These are: 

1. Fractures of the neck of the radius with dis- 
placement of the head. 

2. Certain displaced fractures of the internal 
epicondyle and external condyle of the humerus. 

3. Fractures of the neck of the femur. 

4. Fractures of the olecranon or patella with wide 
separation of the fragments (rare). 

5. Irreducible separation of the distal femoral 
epiphysis. 

6. Irreducible capital humeral epiphyseal separa- 
ration. 

In other fractures—especially in those of long 
bones—conservative management will usually afford 
a good functional result. Even when there is con- 
siderable deformity in the early stages, roentgenog- 
raphic comparison a few years later usually will 
show little or no difference between the two ex- 
tremities. 


Upper Extremity 


Fractures of the forearm are among the most 
common fractures seen in children. These usually 
result from falls on the outstretched hands and in- 
volve most frequently the distal thirds of the bones. 
Accurate reduction is often difficult to obtain and 
maintain. When the fracture occurs in the shaft, 
attention to alignment of the fragments is all that 
is necessary if one cannot manipulate the fragments 


into adequate position. Furthermore, the result will 
probably be excellent in both function and align- 
ment (Figure 1, A, B, and C). Open reduction is 
rarely indicated in these fractures and may indeed 
create definite hazards. Infection, with resultant 
osteomyelitis, is still a possibility in spite of ‘treat- 
ment with the antibiotics and sulfonamides (Figure 
2, A, B, C, and D). Nonunion frequently results 
from open reduction of fracture of both bones of 
the forearm in children, and when this occurs, bone 
grafting is difficult and function seldom is normal 
(Figure 3). 

Isolated fractures of the distal end of the radius 
may be extremely difficult to reduce, but even with 
a poor reduction, the end result is usually highly 
successful. Figure 4 depicts a case in which a poor 
reduction was effected in a distal-radius fracture, 
but eight years later the roentgenogram revealed a 
normal extremity and the arm was functionally 
perfect. Fractures of the distal radial epiphysis are 
generally easily reduced, but great care should be 
exercised in their reduction to prevent premature 
epiphyseal closure and resultant deformity. 

Fractures of the neck of the radius are not un- 
common, and if the head is displaced, open reduc- 
tion may be necessary for its replacement. Repiace- 
ment of the head is obligatory if the length of the 
radius is to keep pace with that of the ulna. If the 
radial head is removed in a child, radial deviation 
of the hand or the wrist will occur, with a severe 
deformity and poor function of the wrist (Figure 5). 

Fractures of the upper end of the humerus are 
easily managed with a hanging cast and rotary 
pendulum exercises. However, if satisfactory reduc- 
tion cannot be effected, one should not resort to 
hasty open reduction. Figure 6 shows a case in 
which conservative therapy allowed the physiologic 
forces to provide an excellent final result. 

Supracondylar fractures are also very common in 


Figure 4. A. Isolated fracture of distal end of radius, following several unsuccessful attempts at reduction under fluoro- 
scopic control. B. Same fracture six weeks later, showing angulation that gradually developed. €. Same patient almost eight 
years later, showing complete restoration of alignment with no disability. 
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Figure 5. A. Fracture of head of the radius, with complete displacement and rotation of the head. B. After open reduction 
and replacement with no internal fixation. After three months a normal functional result was obtained clinically. €. Two 
years later, showing survival of the head of radius and continued growth of the epiphysis. 


children and are often quite serious and trouble- 
some. One reason for this is that growth and stress 
and strain factors do not influence fractures in the 
diaphyseal region of bones, and any angulation or 
displacement in supracondylar fractures persists, 
with some deformity and limitation of motion. Open 
operation, with the attendant capsular adhesions 
and stiffness which may follow, is often less desirable 
than an unsatisfactory closed reduction. However, 
a satisfactory closed reduction usually is posstble. 

Even if the reduction is not quite accurate and 
a bone fragment or excess callus encroaches on 
the olecranon fossa, growth in length of the hu- 
merus may cause this to disappear and function 
may be restored nearly to normal. When these 
fractures are treated early, manipulative reduction 
under anesthesia can usually be accomplished, with 
minimal swelling and less chance for circulatory 
embarrassment. If reduction is delayed until swell- 
ing is marked and the radial pulse is impaired, the 
traction method described by Dunlop offers a safe, 
effective method of treatment. This method, how- 
ever, usually requires a patient's hospitalization 
until there is adequate callus formation. 


As has been previously mentioned, displaced 
fractures of the external condyle and internal epi- 
condyle of the humerus require open reduction to 
prevent subsequent deformity and delayed ulnar 
nerve palsy. Often the only fixation necessary for 
the repair of the displacement is the insertion of a 
few absorbable sutures. Occasionally threaded wires 
are needed when muscle pull is excessive and su- 
tures seem inadequate. 

Fractures of the clavicle in children are very 
common. Whereas these fractures frequently give 
trouble in adults, due to nonunion, shoulder and 
finger stiffness, or malunion, the converse is usually 
true in children. All that is needed, as a rule, is to 
bind the shoulders back and up with a figure-of- 
eight bandage, and healing will generally ensue. 
Usually the clavicle will re-establish normal con- 
tour even though the fragments may be over-riding 
and not in apposition. Although it may occur, I 
have never seen a case of nonunion of the clavicle 
in a child. In Figure 7 we see a case with moderate 
over-riding which was not properly reduced; never- 
theless, it will be noted that a normal contour was 
restored. 


Figure 6. A. Fracture of humerus with marked medial displacement in 9-year-old boy. Fracture was reduced and hanging 
cast applied. B. Same fracture seven days later with original displacement recurring, clinically sufficiently united to prevent 
further manipulation. €. End result in same case five months later, showing the physiologic response to normal bone re- 


formation. 


a b c 
= a b ¢ 


Figure 7 (left, top to bottom). A. Fracture of the 
clavicle in a 9-year-old child. B. After attempted re- 
duction and application of a figure-of-eight plaster 
bandage. €. Two years later, showing some bowing 
but the clavicles are approaching the same size and 
shape. D. Five years later, showing complete restora- 


tion of alignment and contour. 


Figure 8. A. Malgaigne fracture of the pelvis with a 
semisubluxation of the right side of pelvis proximally. 
B. Two years later, showing the iliac crests equally 
opposite the fourth lumbar vertebral transverse proc- 
ess, although clinical union had occurred before any 
treatment could be instituted. 


Figure 9. A. A birth fracture of the right femur in 
a 7-day-old child. Callus formation is present at this 
early date. B. Four months later, the extremities are 
of equal length although a large amount of callus 
persists about the fracture site. 
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Figure 10. A. Result of closed reduction and immobilization in a plaster cast with one inch shortening. B. Two months 
later, showing union with over-riding but with good alignment. €. Two years later, showing complete restoration of bone 
contour with compensatory lengthening and almost no difference between right and left leg. 


Pelvis and Lower Extremity 


Although fractures of the pelvis are not common 
in children, Figure 8 (A and B) shows the case of 
a 9-year-old girl who sustained fractures through 
the rami and sacral area of the ilium (Malgaigne 
type). One side of the pelvis was displaced upward, 
resulting in one and one-quarter inches of shorten- 
ing of the extremity. Due to the patient’s poor gen- 
eral condition and because of avulsion of the soft 
tissues over the sacrum, which required a skin 
graft, no immediate treatment of the fractures was 
undertaken. Ten days after the accident, an attempt 
at manipulation was futile and bony union occurred 
in poor position. Two years later there was little 
discrepancy in the two sides, and the crests of the 
ilia were even with the fourth lumbar vertebra. 

Fractures of the femur may occur in infants dur- 
ing a difficult delivery, or in older children from 
direct violence. Figure 9 shows the case of an infant 
who must have suffered a fracture of his femur at 
birth. When first seen at the end of his first week 


of life, there was marked overlapping of the frag- 
ments, with visible callus formation on x-ray ex- 
amination. Because of the fixation of the fracture, 
the child was left alone. When seen four months 
later, the extremities were of the same length, and 
the femurs, when measured on the roentgenogram, 
were likewise equal. Although the femur has not 
undergone full remodeling, it is now virtually 
straight. In children under the age of 5 years, 
Bryant's overhead traction is the treatment of 
choice, as it relieves pain, corrects the over-riding, 
and maintains alignment. Bryant's traction is not 
effective in children over the age of 5 years because 
the gastrocnemius and adductor muscles are so well 
developed that alignment and over-riding cannot be 
controlled. In older children we use skeletal traction 
through the distal end of the femur to effect reduc- 


‘ tion, and this is continued until enough callus is 


formed to allow the application of a plaster spica. 
Compensation in growth occurs more readily in 

the femur than in any other bone that has been 

inaccurately approximated. We think that the fac- 


Figure 11. A. Osteomyelitis in a 3-year-old girl with a pathologic fracture through distal end of femur with considerable 
bone destruction and more than one inch shortening. B. Four months after intensive treatment with penicillin and immobi- 
lization in a plaster cast. C. One year later, with normal bone texture and contour and only one-half inch shortening which 


was compensated the following year. 
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tor of weight bearing, in addition to other stresses 
and strains, aids in the remarkable compensation 
noted in fractured femurs. It has been noted that in 
instances in which the femur has become broken 
and in which over-riding ensued in an individual 
who has never borne weight, the same degree of 
equalization of the extremities does not occur. The 
femur may be shortened initially as much as one 
and one-half inches in some cases, and within one 
to two years the extremities are of equal length 
(Figure 10). In rare instances the physiologic cor- 
rection may be overdone, and the involved extremi- 
ty becomes longer than its fellow. There was one 
case in which the femur, when healed, was one 
and one-half inches short, but within one year it 
was three-quarters of an inch too long. At the end 
of five years the extremities were about equal in 
length by x-ray measurement. On the other hand, 


we have seen children who were operatively treated 
with plates and screws and in whom the femur 
lost a good alignment and became bowed and 
permanently shortened. When such deformity is 
extreme, an osteotomy must be done to correct the 
malunion. Even in pathologic fractures, such as 
those due to osteomyelitis (Figure 11), physiologic 
reconstruction occurs and a near normal extremity 
results. 

The same care is required for the accurate reduc- 
tion of epiphyseal separation of the distal end of 
the femur or upper end of the tibia as for epi- 
physeal separations in the upper extremity. Prema- 
ture closure of the epiphyses often occurs even with 
accurate replacement. Fortunately, however, these 
fractures are infrequent. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


MEDICAL MAXIMS FOR EVERYDAY APPLICATION 


Morpuine is contraindicated in acute blast injuries because it obscures abdominal and cerebral 
complications and tends to accentuate pulmonary edema. 


Uxcers or lesions of the skin that present the diagnostic triad of induration, slow course, and 
satellite adenopathy, should be regarded as luetic until proved otherwise. 


SMALLPox vaccination reactions that are immune reach a peak in two days; the partial immune 
Cvaccinoid) in six days; the nonimmune (vaccinia) in nine to 11 days. Vaccination should be 
tepeated if no reaction appears on the second or sixth day. 


Acute febrile illness associated with evidence of nephritis, severe muscular pain, and great 
tenderness in the limb muscles is suggestive of Weil’s disease. 


Funcus infection of the feet is seldom contagious, its development being favored by improper 
foot care, with chafing and maceration, particularly during warm weather. 


Arrturitis that occurs as a complication of meningococcic infections is uninfluenced by the 
sulfonamides. 


Tue usual 1,500 unit prophylactic dose of tetanus antitoxin confers immunity for three weeks 
while 100,000 units provide immunity for at least 11 weeks. 
—WiuaM S. Reveno, M.D., 711 Medical Maxims, Charles C Thomas. 
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BY MARSHALL C. CHENEY, 


Berkeley, California 


Many causes may provoke symptoms that are labeled “common cold.” The first 


step is therefore accurate etiologic diagnosis. Although there is no panacea for colds, 
careful consideration of each individual and his colds usually leads to the 


development of an effective prophylactic and therapeutic program for that individual. 


Tue clinician, worthy of his salt, cannot accept the 
doleful statements of the day that the common cold 
is an unsolved mystery, and that little or nothing is 
of any value either in prevention or treatment. 

Faced with the necessity to do something for his 
patients who are susceptible to colds, and yet bom- 
barded by discouraging clinical and research reports 
that none of the advocated and often-used treat- 
ments for colds have any effect, it becomes his duty 
not only to survey critically present-day practices, 
but also to give heed to bits of evidence which in- 
dicate that most certainly we can improve both pre- 
vention and treatment of colds. 


Colds As a Group 


There is a tendency to think of the common cold 
as a single virus infection, with a definite set of 
symptoms and a fixed duration of five to seven days. 
All other “colds” are relegated to an indefinite “trau- 
matic rhinitis” group, or they are out of bounds, so 
to speak, as in known virus colds (measles and in- 
fluenza) or known bacterial colds (tuberculosis, 
whooping cough, pneumococcic pneumonia, diph- 
theria, scarlet fever, etc.). 


Thanks to the excellent work of many investiga- 
tors, we may accept the fact that there is a great 
group of virus colds, and that various members of 
the group may be the principal cause, or causes, of 
the present-day recurring waves of acute respiratory 
infections that sweep through our communities. 

However, we have no quick method for identifi- 
cation of virus infections, so that the clinician does 
not know exactly what he is treating. He may do 
the patient a disservice if he assumes that he is 
dealing with a small virus for which we have no 
remedy, thus accepting as inevitable his patient’s 
loss of time from work, discomfort from perhaps an 
unnecessarily prolonged illness, or unnecessary com- 
plications that damage the hearing apparatus and 
the sinus membranes, or even cause death from 
pneumonia. 

If general acceptance finally limits the common 
cold to a single small virus, it will nevertheless be 
necessary for the clinician to consider an all-inclu- 
sive classification of acute respiratory infection, 
which admits (1) a whole group of virus colds; as 
well as (2) a group of predominantly bacterial 
colds, the secondary invader “let in” by a virus; pkis 
(3) purely bacterial colds (such as pneumococcic, 
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meningococcic, diphtheritic, and streptococcic infec- 
tions requiring no preceding virus infection); plus 
less common (4) spirillal, spirochetal, rickettsial, 
fungus, protozoal, and metazoal colds—a grand total 
of 55 human varieties of infections. At the same 
time, it must be remembered that similar irritations 
of the human respiratory tract are produced by pol- 
lens, emanations, etc. In this way the clinician is in 
a far better position to recognize and treat success- 
fully the conditions confronting him, than if he ac- 
cepts the idea that all colds are purely viral and 
that we have neither cure nor preventive. 


Cold Calendars 


By the simple device of keeping a “cold calendar” 
(as we do at the University of California Student 
Health Center), the clinician can easily prove that 
there are many dissimilar types of colds each season. 
By listing the symptoms, the durations, and the 
complications of each new wave of colds, one soon 
sees that, on the average, from five to seven epi- 
demics of colds go through the community each 
year. Though the syndrome may be remarkably uni- 
form in any given wave, there will be great differ- 
ences in each succeeding epidemic. Thus at one 
time it will be a blustery head cold, at another a 
sort of scarlet fever—streptococcus type—with se- 
vere sore throat and a tendency to ear abscess, with- 
out symptoms in nose, sinuses, bronchial tubes, or 
lungs. Later, particularly in the winter, it may be a 
“flu” cold with intense aching in the bones, slight 
pharyngitis or other cold symptoms, but a tendency 
to the development of pneumonia without much 
cough or sputum. Later there may be an epidemic 
of a variety of acute gastroenteritis, with a cold pre- 
ceding or following the bowel upset; or perhaps a 
round of devastating “juicy” colds that hit throat, 
nose, ears, sinuses, and lungs pretty much all at 
once, and so on. 

Co-ordinating the cold calendar with public 
health reports on the incidence of measles, whoop- 
ing cough, pneumonia, scarlet fever, or polio, the 
clinician will have a strong hunch that some of the 
“colds” he is seeing are really mild or abortive cases 
of the diseases then prevailing in epidemic form in 
his community. Further, since new colds go through 
the community before the old ones have picked off 
all of the susceptibles, the clinician finds himself 
in the midst of a very complicated situation, espe- 
cially in mid-winter. Then, there is a scattering of 
cases of the departing cold wave, a scattering of 
cases of an entirely new infection starting in, plus 


many cases of the cold-of-the-moment; plus the 
usual endemic or epidemic measles, whooping 
cough, streptococcic throat, scarlet fever, etc. 

Until such time as we can quickly identify the 
agent responsible for each cold, even the alert clini- 
cian will be in the dark as to the exact invader con- 
fronting him. He will often have the humiliating 
experience of coming back in a few days to find a 
measles rash, true whooping cough paroxysms, evi- 
dence of a smouldering tuberculosis, or even a men- 
ingitis developing from what he considered at first 
to be a virus cold. 

Having given up routine smears and cultures be- 
cause they fail to identify virus infections, the gen- 
eral practitioner nowadays misses identification of 
bacterial colds. Since our new remedies are better 
for one type of infection than another, it has be- 
come increasingly important to identify the invad- 
ing organism before starting treatment. Great strides 
in perfecting the identification of virus infections 
raise the hope that before long we can know what 
virus is present, if it is a virus cold; while return 
to well-known methods of identification of bacterial 
infections will determine whether bacteria are im- 
portant in the picture, either as primary or as sec- 
ondary invaders. 


Combined Use of Known Cold Remedies 


The great mass of reports condemning practically 
every known cold remedy may be accepted as proof 
that we have no therapeutic agent that is 100 per 
cent effective for all colds. 

Looking carefully at the problem, we should not 
expect ever to find a panacea. Even if we limit the 
common cold to virus infection, it is becoming evi- 
dent that we are contending with a group of viruses 
rather than a single one, and that different viruses 
may require different remedies. If we include all 
agents, both infectious and purely irritative, that 
cause the symptoms of colds, it is obvious that 
there can be no single remedy. 

On the other hand, if various remedies are com- 
bined judiciously and used discriminatingly in the 
individual case, surprisingly good results are ob- 
tained by employing widely disparaged methods. 
Review of our many remedies now classed as dis- 
credited emphasizes their limitations, but also clari- 
fies what they can do either in prevention or in 
treatment of colds. 

Mixed Bacterial Vaccines. The prolonged effort 
of the Council on Pharmacy and Chemistry of 
the American Medical Association to stop whole- 
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sale use of cold vaccines, without preliminary study 
of the exact needs of the individual, culminated in 
a pronouncement in 1944 which was generally ac- 
cepted as meaning that bacterial vaccines are worth- 
less in either treatment or prevention of colds. Fol- 
lowed by efforts of the Council on Industrial Medi- 
cine of the American Medical Association to stop 
the manufacture, or to denature our commercial 
mixed respiratory bacterial vaccines, there was gen- 
eral acceptance of the idea that this type of vaccine 
had been proved valueless. 

In spite of the many pronouncements based on 
clinical research reports (with placebos) that bac- 
terial vaccines are worthless, the corpse refuses to 
stay dead. Every clinician in his practice has indi- 
viduals who appear without solicitation and de- 
mand bacterial cold vaccines (“shot” or oral), be- 
cause in their experience they have no colds for as 
much as one to several years after a course of the 
vaccine. This single procedure protects them, where- 
as they suffer the prevailing colds if they do not 
take the bacterial vaccine every year or so. Having 
observed some of these people over twenty years, it 
is dificult for me to believe that the protection given 
year after year by the vaccine is entirely fortuitous. 
It may be that there are certain individuals who are 
indeed more resistant against respiratory infections 
as a result of some immunologic influence of these 
nonspecific vaccines. 

It might be well to re-evaluate the use of bacterial 
vaccines in preventing colds. It should be remem- 
bered that most clinical experiments which depre- 
cated their worth were the old-style, large-group 
type. Thus, all individuals were given exactly the 
same dosage of vaccine, without preliminary survey 
to estimate whether poor natural resistance to infec- 
tions, or some other factors influencing defense 
against parasitic viruses and bacteria were causing 
the susceptibility to colds. Obviously the vaccine 
might be expected only to improve antibody de- 
fense; it could not correct obstruction in the nose, 
allergy, hypothyroidism, insufficient rest, or inade- 
quate diet. 


Virus Vaccines 


Much interest is centered at present upon the 
use of virus vaccines in the hope that they may be 
useful in preventing virus colds other than type A 
or type B influenza. Though forty years behind bac- 
terial vaccines and still in the one-shot stage, and 
still having only two or three organisms represented, 
they do not suffer under the term “discredited” and 
are being freely and enthusiastically administered, 
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mostly to large groups without preliminary estima- 
tion of the exact needs of the individual patient, 
and without any regard for the multiple other than 
antibody-defense factors involved in every case. 
Limited in use by the possibility of egg allergy in 
the receiver, and by not containing the probable 
cause or causes of the common cold, caution is nec- 
essary in utilizing virus vaccines. Better research, 
with careful preliminary survey of each patient, 
attention to all factors influencing defense, and ul- 
timately a better virus vaccine, all would help in 
clarifying the potential value of this remedy. 

Tonsillectomy. Far from being discredited, tonsil- 
lectomy has reached general acceptance to the point 
of possible overuse in the treatment of persons who 
are susceptible to colds. 

Tonsillectomy is undeniably good treatment 
when it is definitely indicated. The faucial tonsils 
should be removed only when they have taken up 
more infection than they can handle, and have be- 
come chronically infected and abscessed. Under 
these circumstances, tonsillectomy may produce 
great improvement in general health and may end 
frequent colds and sore throats. On the other hand, 
when the tonsils are removed indiscriminately, the 
patient is not likely to benefit. 

Local Nose and Sinus Treatment. Local treat- 
ment of the nose and sinuses can be very helpful 
in persons who have gross abnormalities in struc- 
ture. On the other hand, good rhinologists are 
against the routine straightening of septums that 
do not obstruct, or the routine washing of sinuses 
that are draining well without puncture, or the end- 
less and ineffective painting of throats and tam- 
ponading of noses involved in severe colds. All 
condemn thoughtless routine procedures carried out 
without consideration of the patient’s problems of 
general resistance, hypersensitiveness, or tendency 
to vasomotor and emotional disturbances in the 
nose. However, there are septums so bent as to 
obstruct drainage from the sinuses; there are polyps 
and thickened membranes, with chronic sinusitis, 
which must be cleaned up as part of the program 
for control of recurrent nasal and sinus infections. 

The importance of collaboration of the nose and 
throat specialist, the internist, and the allergist can- 
not be emphasized too much. Local nose and throat 
treatment for patients having poor natural resist- 
ance may fail to aid resistance against colds or erad- 
ication of a chronic sinusitis, if necessary suppor- 
tive measures are neglected. On the other hand, for 
individuals having good natural resistance to colds, 
the local conditions in the nose, however abnormal, 
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may require little or no treatment by the nose and 
throat specialist. General measures may suffice in 
these cases. 

Allergy Treatment. Confusion results when the 
clinician fails to recognize the difference between 
allergy in the respiratory tract and poor natural re- 
sistance to infections, particularly when both con- 
ditions are present. 

Success in treatment demands that allergy be rec- 
ognized when it is present and that it have ade- 
quate treatment, along with measures to improve 
resistance against prevailing infections. We had 
many failures in treatment of our group of 2,680 
students studied from this standpoint when the 
nose and throat specialist, or the allergist, or the 
medical man “hogged” the whole problem, without 
calling in the other specialists. I cannot state too 
strongly that in cases of colds, the situation often 
demands that all three men work together. 

Dietary Factors. The physician should inquire 
into the nature of the susceptible person’s diet, ask- 
ing about calories, high-quality protein, vitamins 
(especially A and C), and perhaps mineral defi- 
ciency. 

An adequate intake of calories is required in 
fighting off a lively cold and its complications in 
sinuses, ears, or lungs. Semistarvation (all too com- 
mon among students working their way through 
college, or among those on faddish diets) may some- 
times be a factor in opening the way to pneumonia. 
Since antibodies do not form in the absence of high- 
quality proteins, any attempt to build antibody de- 
fenses by means of vaccines, or any effort to get the 
best possible antibody development from an actual 
cold, demands inclusion of a complete set of amino 
acids in the diet. 

In spite of reports of the worthlessness of vita- 
mins, we have observed for as long as fourteen years 
patients who have complete immunity from colds as 
long as they take goodly amounts of yitamin A 
daily. Just because vitamin A does not protect all 
individuals from colds does not seem to me to be 
sufficient reason for condemning this, or any other 
factor, which seems to be helpful in an individual 
case. 

Avoidance of Chilling. In crowded city areas, 
where the nose and throat of every individual con- 
stantly harbors infections capable of invading the 
body—new ones being accepted before the old ones 
are eradicated—the least lowering of body defense 
by chilling, fatigue, and similar factors, opens the 
way to a cold, particularly in the susceptible person 
whose resistance is poor to begin with. 


Chilling tends to drive the blood away from the 
surface o: the nose, throat, and bronchial tubes. 
Since adequate blood flow is part of the mechanisms 
of defense, the result of chilling may be to open the 
way for invasion by whatever cold agent is present. 
Again in our cities, especially in temperate and 
northern climates, the custom of covering the body 
with clothes and spending most of the day in even- 
ly-heated atmospheres indoors seems to increase the 
likelihood of chilling. 

Though generally disregarded, deficiency of sun- 
light and pure air can be of great importance in 
defense against colds, especially in those persons 
having poor natural resistance. Undeniably, many 
are helped, enjoy better physical condition, and 
have less sickness including “colds,” if they sun 
themselves daily and spend long hours in the open. 


Reasonable Asepsis in Everyday Life 


Conscious effort to avoid unnecessary contamina- 
tion by the agents of infectious colds pays off for 
the person with poor natural resistance to infec- 
tions. Endless argument surrounds the question of 
how much a susceptible individual can do, con- 
sciously, to avoid contamination by the agents of 
infectious “colds,” or any other infection. Prob- 
ably he would have no infectious colds if he were 
to go into the wilds where no human beings are 
met and where the air is sterile. Our own studies 
of human beings going to the wilds above the arctic 
circle to study bird life, and the many reports in 
the literature of isolated communities free of colds 
and other infections for as many years as they have 
no contact with the outside world prove the gen- 
erally accepted fact that there are no infectious 
colds without the infecting agent. 

Unfortunately, complete isolation is impractical 
for most susceptible persons. However, they can do 
much to protect themselves, in spite of widespread 
carelessness on the part of the general public, un- 
fortunately including a majority of professional 
people. 

Although absolute asepsis (approaching that of 
the operating room) obviously is impossible in 
everyday life in the crowded city, “reasonable” 
asepsis in everyday life is possible. The susceptible 
individual should keep out of range of droplet in- 
fection, guard his food, give up shaking hands, al- 
ways wash before eating, stay out of crowded res- 
taurants, social halls, even business establishments 
as much as possible. In addition, it is advisable to 
get out in the open at every opportunity, and so on. 
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Remedies for Acute Colds 


Anti-infectives. Everyone who has used the pow- 
erful, quick-acting anti-infective agents (antibiotics 
and sulfonamides) has had the gratifying experi- 
ence of producing the modern-day miracle of rapid 
control of serious prostrating infections. He has wit- 
nessed the remarkable curtailment of pneumonia, 
ear abscess, mastoiditis, and many other serious com- 
plications of colds which formerly led to expensive 
and prolonged illness. The indications are strong, 
therefore, to prescribe an antibiotic “at the first sign 
of a cold.” 

Objections to this practice are that the antibiotics 
should be withheld for serious complications, that 
dangerous drug reactions may ensue in some pa- 
tients, and that such drugs are ineffective in most 
virus infections. Although these are valid objections 
to the routine use of antibiotics for colds, the physi- 
cian must be more alert than ever to detect symp- 
toms of complicating bacterial infections, and 
promptly to begin appropriate anti-infective therapy. 
He must also be on guard to recognize early those 
bacterial infections which sometimes masquerade 
temporarily as a cold. Outstanding examples of such 
masqueraders are pneumonia in older people and 
some cases of streptococcic sore throat. Finally there 
is a group of individuals who should routinely be 
given an antibiotic for any kind of respiratory in- 
fection. Examples of these are the patients with 
rheumatic or congenital heart disease and patients 
with chronic bronchopulmonary disease such as 
bronchiectasis. Also in this group are those persons 
who have been observed almost invariably to de- 
velop a complication whenever they acquire a cold 
—a complication like sinusitis or otitis media. 

Symptomatic Measures. The clinician should not 
forget that his patients may benefit greatly from 
remedies which we may class as adjuvants. There is 
a long list of symptomatic measures, starting with 
the important triumvirate: rest; heat, including 
warm moist air to breathe; and a good diet. There 
are sprays, gargles, and throat lozenges to soothe 
or open airways; antihistaminics to reduce the in- 
tensity of reaction to invaders in allergic individ- 
uals; sedatives—especially a mixture of codeine and 
papaverine—to protect from wear and discomfort 
or control cough; atropine to stop excessive nasal or 
bronchial secretion; mustard and liniments, with 


extra covering to throat, neck, and chest, to prevent 
chilling and promote a little benefit from counter- 
irritation; cathartics for constipation; etc. 


Standards for Successful Treatment 


Failure in the treatment of colds can be traced 
in large part to the usual swabbing of the throat, 
ordering of aspirin, antihistaminics, or a routine 
shot of penicillin for the cold of the moment; or to 
a routine same-for-all use of cold vaccine or tonsil- 
lectomy for the person who gets frequent colds— 
all without preliminary survey of his individual 
problem. 

Actually, the person who is especially susceptible 
to colds presents one of the toughest problems the 
clinician must meet, particularly if an attempt is 
made to attain year-in and year-out freedom from 
colds. Even the larger group of human beings, those 
having average natural resistance, if they would be 
free of their two or three severe colds a year deserve 
a thorough case study. 

Obviously, a careful history will enable the phy- 
sician to judge from the patient’s previous experi- 
ence with infections whether his defense is good, 
average, or poor; hence how much special effort 
will be required for successful prevention of colds. 
Also the history may bring to light facts about de- 
ficient diet, fatigue, lack of sunlight or exercise, and 
exposure to infections. 

A complete physical examination, with appropri- 
ate special tests and consultations, will disclose 
whether or not defenses against respiratory infec- 
tions are being influenced by an underlying chronic 
infection, an allergy, or perhaps an obstruction to 
drainage in the nose. 

After a careful preliminary survey, the physician 
should choose the therapeutic measures that fit the 
individual’s need. With attention and careful fol- 
low-up until colds are controlled, it is my experi- 
ence that complete freedom from colds can often 
be provided. Certainly their severity and duration 
can be reduced to the point where occupation and 
everyday life are not discommoded and no special 
treatment is needed as long as the individual ad- 
heres to his own special regimen. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 
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Che Disappearing Needle 


As AN INTERN, I worked in the emergency room 
of a hospital on Sundays to augment my meager 
income. One afternoon a 17-year-old boy and 
his mother walked in. The boy was reluctant to 
talk about his trouble. He thought that his 
mother was crazy for taking him to see a doctor. 

Finally we coaxed him to tell his story. Three 
days before, he told us, he was sitting in a chair 
listening to a baseball game, picking a sliver out 
of his finger with a small sewing needle. He 
eventually succeeded in extracting the splinter 
and then he leaned backward in his chair to stick 
the needle in a curtain behind him. Just as he 
did this, he yawned and dropped the needle. 

He looked on the floor and in the chair, but 
couldn’t find the needle. His mother came into 
the room and they both searched. He told his 
mother that he had yawned when he dropped 
the needle. 

“You didn’t swallow it, did you?” she asked. 


“How could I swallow a needle and not know 
it?” he replied. 

The incident was forgotten until the day he 
came to see us. That morning as he lifted one 
leg to get out of bed, he felt a sharp, sticking 
sensation in his right lower quadrant. He men- 
tioned this to his mother and she insisted on 
bringing him to the hospital. 

“I don’t see how you could have swallowed 
it,” I said, “but why don’t we take an x-ray and 
be sure?” 

We took the x-ray and the film showed the 
needle sitting upright in the area of the cecum. 
In view of the pain experienced in getting out 
of bed, I wondered if the needle were working 
its way through the abdominal wall. We decided 
the boy should be hospitalized for observation. 

Follow-up films showed the needle in its 
travels through the colon, and it was passed three 
days later without trouble. 

—Epwyw I. Poote, M.D., Berkeley, California 
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BY AARON H. 
Newark, New Jersey 


HORLAND, M.D. 


The average physician should be able to interpret correctly the significance of more 


than 85 per cent of heart murmurs. This depends upon attention to timing, intensity, and 
location of a murmur, as well as other details of the routine cardiac examination. Early decision as 


to whether or not a murmur signifies that a patient has heart disease is of the 


utmost importance to his physical and psychologic welfare. 


Ever since Laennec developed the stethoscope, it 
has become the badge of the medical profession. It 
is a very useful tool and, when properly used, will 
enable the physician to interpret correctly the sig- 
nificance of more than 85 per cent of the heart mur- 
murs he hears. Such interpretation is of the utmost 
importance to the patient's welfare. When a mur- 
mur signifies that heart disease is present, this fact 
has an obvious importance in the management of 
the patient’s case. On the other hand, when a mur- 
mur is insignificant in the sense that heart disease 
is not present, a definite opinion to this effect should 
be given to the patient as early as possible. It is poor 
psychology to keep a patient on the fence about 
whether or not he has heart disease. 

Although electrocardiography, angiocardiography, 
and similar refinements of heart study are useful in 
diagnosing cardiac abnormalities, they are rarely nec- 
essary to appraise the significance of heart murmurs. 

From an etiologic point of view, murmurs are 
classified as physiologic or pathologic. Physiologic 
murmurs occur in the absence of organic heart dis- 
ease. Pathologic murmurs may be of extracardiac 


origin as in anemia, or of intracardiac origin. The 
intracardiac pathologic murmurs are myocardial 
Cnonvalvular) or valvular. An example of a non- 
valvular pathologic murmur is found in the patient 
with hypertensive cardiovascular disease with heart 
failure who has a loud systolic murmur at the apex 
of the heart indicative of mitral insufficiency due to 
dilatation of the left ventricle. Valvular pathologic 
murmurs can be divided into acquired murmurs and 
those of congenital origin. Murmurs can also be 
classified according to their time of occurrence in 
the cardiac cycle as systolic, diastolic, or continuous. 
In general, diastolic or continuous murmurs always 
signify the presence of organic heart disease. There- 
fore, most of our difficulty in appraising the signi- 
ficance of murmurs is in connection with the sys- 
tolic ones. Murmurs of congenital origin are due 
to valvular deformity, abnormal communication be- 
tween vessels or heart chambers, and narrowing of 
large vessels. It must be remembered that a murmur 
itself may or may not enable the physician to make 
some estimate of the severity of the cardiac disease 
and the extent to which cardiac function is impaired. 
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Normal findings most 


commonly misinterpreted 


Figure 1. Area in which functional 
murmurs heard in children 10-16 years 


Figure 2. Area in which functional 
murmurs heard in children 6-10 years 


of age are misinterpreted as organic. of age are misinterpreted as organic. 


Systolic Murmurs 


Systolic cardiac murmurs may be heard in any 
part of the precordial area and are sometimes widely 
transmitted. In general, the extent to which a mur- 
mur is transmitted beyond the precordium is an in- 
dication of its loudness. It is rather generally agreed 
that the intensity of a systolic murmur is an impor- 
tant aid to diagnosis. Some effort should therefore 
be made to grade all systolic murmurs according to 
their intensity. This principle has been widely 
taught by Dr. Samuel A. Levine, who prefers to 
grade murmurs in six categories of intensity. I have 
found that four grades are sufficient and somewhat 
more practical. 

Grade I murmurs are soft, localized, evanescent, 
and faintly heard. They have a tendency to disap- 
pear with exercise and they are almost always func- 
tional. 

Grade I] murewurs-are.also soft and localized, but 
they are constantly and definitely heard. Murmurs 
in this category may or may not be functional. Cer- 
tainly, they are an indication for further investiga- 
tion and observation of the patient. 

Grade III murmurs are quite loud and sometimes 
have a harsh quality. At other times they are blowing 
and high pitched. They are usually transmitted and 
almost always signify that organic heart disease is 
present. 

Grade IV murmurs are extremely loud and are 
widely transmitted. Such a -murmur is often at- 
tended by a thrill at that point at which the murmur 
is loudest. A Grade IV murmur always signifies that 


organic cardiovascular disease is definitely present. 

Physiologic systolic murmurs are of Grade I or 
II intensity. They usually have a blowing qual- 
ity and are not transmitted. They occur in well- 
nourished, apparently normal individuals who have 
no other evidence of heart disease. This type of 
murmur is often heard at the apex of the heart in 
an adult, and is commonly heard at the base of the 
heart, especially at the pulmonic area, in children. 

Pathologic murmurs which are a consequence 
of organic cardiovascular disease in the absence of 
a valve lesion may be of any intensity, although 
Grade IV murmurs seldom have this origin. A com- 
mon example of this type of murmur is the systolic 
apical murmur which accompanies dilatation of the 
left ventricle from any cause. The murmur repre- 
sents relative mitral insufficiency. Usually it has a 
blowing quality and is transmitted in proportion 
to its loudness toward the axilla or back. 

Pathologic systolic murmurs of valvular origin 
are usually of Grade III or IV intensity. Depending 
upon their mechanism of origin, they may be heard 
at various places over the precordium. In general, 
three areas are most important. In the second inter- 
costal space just to the right of the sternum, one 
may hear the murmur of aortic stenosis. This is a 
moderately loud, harsh murmur which tends to be 
transmitted toward the neck. It may also be trans- 
mitted in the direction of the apex and indeed is 
sometimes loudest in this area. It has a harsh quali- 
ty and is often accompanied by a thrill which may 
be felt in the second right intercostal space or in 
the suprasternal notch. The area just to the left of 
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Figure 3. Straight left bor- 
der in a_ vertical heart. 


the sternum in the second, third, or fourth inter- 
costal space is the location for many of the murmurs 
due to congenital heart disease. Murmurs which 
are loudest at the apex are usually significant of 
mitral valve disease of rheumatic origin. Such mur- 
murs often have a blowing quality and tend to be 
transmitted laterally and not upward. 


Congenital Murmurs 


The diagnosis of most congenital heart defects 
can be made by cardiac auscultation and fluoros- 
copy. The fluoroscopic manifestations of the vari- 


ous congenital lesions are admirably demonstrated. 


in Taussig’s book, Congenital Malformations of the 
Heart, and the average general practitioner can and 
should acquire a knowledge of these fluoroscopic 
methods. The murmurs of congenital heart disease 
are among the loudest of all the murmurs heard. 
Often they are extremely rough and are accom- 
panied by a thrill. Most of them are heard best in 
the second, third, and fourth left intercostal spaces 
close to the sternum. They tend to be transmitted 
at times into the left infraclavicular area, the neck, 
the back, or the axilla. It should be remembered 
that loud murmurs heard during early childhood 
Cup to six years of age) are almost always due to 
congenital cardiovascular defects. 

Ninety per cent of the patients with congenital 
heart disease fall into four groups as follows: (1) 
septal defects, (2) coarctation of the aorta, (3) 
patent ductus arteriosus, (4) tetralogy of Fallot. 
The septal defects, especially the auricular ones, 
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Figure 4. Transverse heart, with high dia- 
phragm, in an unusually heavy child. 


Figure 5. Accentuated pulmo- 
nary segment (pulmonary conus). 


are the most common congenital defects of all. 
Fortunately, the clinical findings in the majority of 
patients with these congenital heart defects, are 
sufficiently characteristic to permit the physician to 
make a reasonably accurate diagnosis. 

Auricular Septic Defect. This lesion produces a 
loud, harsh, systolic murmur, heard best along the 
left sternal border in the second and third inter- 
costal spaces. There may be an accompanying thrill, 
and the murmur is sometimes transmitted upward 
and toward the left. Since the flow of blood through 
the defect is usually from left to right there is no 
cyanosis, although in some cases there may be a 
history. of transient cyanosis in early infancy. 
When the shunt is a large one, the child may be 
poorly developed and poorly nourished. The elec- 
trocardiogram shows right axis deviation. On fluoro- 
scopic examination the right ventricle and right 
auricle are markedly enlarged. The pulmonary 
artery and its branches are greatly dilated and show 
increased pulsations. 

Ventricular Septal Defect. This lesion also pro- 
duces a loud, harsh, systolic murmur, heard at a 
point somewhat lower along the left sternal border 
than in the case of an auricular septal defect. The 
murmur is rather widely transmitted and is usually 
accompanied by a thrill. Again, since the shunt 
permits a flow from left to right, cyanosis is not a 
feature of uncomplicated ventricular septal defect. 
The electrocardiogram is not distinctive, and fluoro- 
scopic examination usually is normal. 

Coarctation of the Aorta. This is the easiest of all 
congenital anomalies to diagnose correctly: Although 
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auscultation of the heart may reveal a systolic or 
even a diastolic murmur at the base, the diagnosis 
is more often made because a young patient is 
found to have hypertension. The next step is to 
palpate the pulsations of the abdominal aorta and 
the femoral arteries. In almost all patients with 
coarctation, the pulsations of these vessels are di- 
minished or absent, and the blood pressure in the 
lower extremities is definitely low. In older chil- 
dren and adults, multiple, bilateral erosions of the 
posterior ribs may be seen on x-ray films due to pres- 
sure on the ribs by the dilated intercostal arteries. 
The heart may be enlarged downward and to the 
left to a varying degree. The aortic knob is small 
and the ascending aorta dilated. 

Patent Ductus Arteriosus. This anomaly produces 
a loud, rough, continuous murmur along the left 
sternal border. At times the murmur is louder pos- 
teriorly. It is almost always associated with a definite 
thrill. In patients under six years of age, although 
the murmur is loud, the characteristic machinery 
quality is not present. Often there is a high pulse 
pressure, due mainly to lowering of the diastolic 
blood pressure. In almost all instances the diagnosis 
of patent ductus arteriosus is first suspected because 
of the auscultatory findings. In about 50 per cent 
of the patients, the pulmonary artery is enlarged. 
Enlargement of the left ventricle may be demon- 
strated. 

Tetralogy of Fallot. This combination of con- 
genital defects should be suspected in a cyanotic 
patient, particularly a child who has managed to 
live through the first ten years of life. Usually 
there is a moderately loud, Grade III or IV rough 
systolic murmur along the left sternal border in the 
second and third intercostal spaces. The fluoroscopic 
examination is quite important. It shows some en- 
largement of the right ventricle, a remarkable 
paucity of pulmonary vascular markings, and a 
small pulmonary artery. 


Significance to the Patient 


There remains for discussion the problem of 
what the physician should tell the patient or the 
patient’s family when a cardiac murmur is dis- 
covered. Obviously this depends, first of all, upon 
the significance which the physician attaches to 
the murmur. When he decides that a murmur in- 
dicates the existence of organic heart disease, and 
after he has appraised the functional capacity of 
the heart, he should describe the whole situation 
simply but explicitly to the patient. At times, of 


course, the detection of the murmur and the fur- 
ther appraisal of the patient will be the basis for 
recommendation of specific, curative, or prophy- 
lactic treatment. For example, decision that a pa- 
tient has patent ductus arteriosus would almost 
always be followed by the recommendation that 
the lesion be treated surgically. In addition, de- 
tection of a murmur which is indicative of a rheu- 
matic valvular defect or a congenital cardiovascular 
defect, would lead to the recommendation that anti- 
biotic therapy be used prophylactically in the event 
that the patient has to have a tooth pulled or a 
cystoscopic examination. Finally, the physician will 
want to give the patient definite instructions for 
living with his cardiac lesion, and a regular pro- 
gram for follow-up examinations. 

It is debatable whether or not a patient should 
be told about a murmur which is deemed to be 
functional and without pathologic significance. A 
“murmuring heart” means heart disease to the pa- 
tient, and no matter what the physician may say 
to the contrary, there is a risk that doubt will al- 
ways linger in the patient’s mind. If the physician 
could be sure that all other physicians who might 
examine the patient during his lifetime would fol- 
low a similar course, it would probably be better 
not to mention the murmur at all. However, since 
he cannot be sure of this, the wisest course in most 
cases is to tell the patient about the murmur, at the 
same time explaining positively that it has no 
pathologic significance. 

It has been my experience that a doubtful diag- 
nosis of heart disease is usually based on the routine 
discovery of a murmur which is likely to be 
proved nonorganic or noncardiac. Misinterpreta- 
tion of murmurs, history, clinical, laboratory, and 
x-ray findings, are responsible for the wrong diag- 
nosis of heart disease. 

Too much attention has been paid to complaints 
of aches and pains in the legs which are easily ex- 
plained on the basis of concomitant respiratory in- 
fections, weak feet, or other orthopedic abnormal- 
ities. Slight elevations of sedimentation rates and 
minor variations in electrocardiographic findings 
Cwith the exception of prolongation of a previously 
normal P-R interval) are not enough evidence to 
substantiate a diagnosis of rheumatic heart disease. 

Goldwater, Bronstein, and Kresky, in a recent 
article have shown that of 175 patients wrongly di- 
agnosed as cardiacs, 44 were so diagnosed because 
functional heart murmurs were misinterpreted. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 
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BY HENDRIK J. 
Mayo Clinic, Rochester, Minnesota 


The examining physician should test for integrity of peripheral nerve function in every 


SVIEN, M.D. AND HENRY W. DODGE, JR., M.D. 


case of fracture or soft tissue wound. Such testing can be quickly and simply accomplished, 


without the aid of special equipment. In all cases of peripheral nerve palsies exploration should be performed 


unless there has been rapid progressive improvement of symptoms. The optimal time for surgical 


treatment is two to three months after “closed” injury, three to six weeks after “open” injury. 


Nerve lesions are usually obvious if the patient is 
not unconscious, because he generally mentions 
the fact that some muscular function is paralyzed. 
In the unconscious patient, however, nerve lesions 
sometimes are not recognized. No doubt this is 
due to the fact that the surgeon focuses his atten- 
tion on the fractured bone, the mutilating soft 
tissue wound, or the emergency condition accom- 
panying major vascular injury. Once the damaged 
extremity is encased in a plaster cast, the associated 
nerve injury may go unrecognized for weeks or 
even months. For this reason, it is important that 
the examining physician test peripheral nerve 
function in every case of fracture and soft tissue 
wound. In cases in which muscle and tendon injury 
is profound, tests of motor function of nerves may 
be misleading. In these cases, checking the sensory 
area supplied by the nerve will tell whether the 
nerve is functioning. 

Space will not permit a detailed anatomic and 
clinical review of relationships and functions of 
peripheral nerves. However, complicated clinical 
and laboratory examinations are not necessary in 


order to recognize the more common nerve injuries. 
The integrity of the main nerve trunk of the upper 
and lower extremities can be evaluated by simple 
tests which will be described in the following 
paragraphs. 


Diagnostic Procedures and Signs 


Median Nerve. When confronted by a patient 
wounded in the arm, the physician can readily de- 
termine whether the median nerve has been dam- 
aged by requesting the patient to flex the distal 
phalanx of the index finger (Figure 1). Inability to 
perform this movement is irrefutable evidence of 
interruption of the median nerve above the level 
of innervation of the flexor digitorum profundus 
muscle. Because of the overlapping innervation of 
the flexor digitorum profundus by the ulnar nerve, 
complete median nerve paralysis in the arm may be 
present and the patient may still be able to flex all 
of the fingers at their terminal phalanges except 
the index finger, which seems to be exclusively 
innervated by the median nerve. 


CS 
ee GP @ March, 1952 57 


Paralysis of flexors of the forearm is also evident. 
If the integrity of the nerve proximal to the wrist 
is in question, the patient should be requested to 
bring the palmar aspect of the distal phalanx of 
the thumb into contact with the palmar surfaces 
of the other digits (Figure 2). This action is car- 
ried out by the combined movements of the oppo- 
nens pollices, the abductor pollices, and the super- 
ficial head of the flexor pollicis brevis, all of which 
muscles are innervated by the median nerve. 

Interruption of the median nerve can be con- 
firmed by sensory examination. Since the tip of 
the index finger is supplied exclusively by the me- 
dian nerve, firm pressure applied to it fails to elicit 
pain or other feeling when the median nerve is 
interrupted. 

Ulnar Nerve. One of the simplest tests for dis- 
closing damage to the ulnar nerve is to have the 
patient attempt to abduct his little finger (Figure 
3). Inability to perform this movement indicates 
complete interruption of the nerve above the wrist. 
The ability to spread the fingers apart and bring 
them together serves as another index of functional 
integrity of the ulnar nerve. The strength of ap- 
proximation of the fingers may be tested by inter- 
posing them with those of the examining physician. 
If the ulnar nerve is interrupted, the patient's 
fingers are unable to retain grasp on the physician’s 
fingers. 

Another simple test of ulnar nerve function is to 
have the patient attempt to grasp an object, such 
as a piece of paper, between the thumb and the 
edge of the palm (Figure 4). In ulnar palsy, the 
thumb, incapable of adduction, flexes at the pha- 
langeal joint. Flexion of the thumb is accentuated 


when an attempt is made to pull the paper away ~ 


from it. 


Since the tip of the fifth finger is supplied ex- 


Figure 1. Simple test of 
median nerve function. 


Figure 2. Test of median nerve function. 


clusively by the ulnar nerve, it is totally anesthetic 
when the ulnar nerve is interrupted. 

Both Ulnar and Median Nerves. Because of 
their proximity in the upper part of the arm, the 
ulnar and median nerves are likely to be affected 
simultaneously in injuries of this region. Some- 
times it is difficult to distinguish combined damage 
of these nerves from brachial plexus palsies; how- 
ever, if it is borne in mind that the distribution of 
the ulnar and median nerves is limited to forearm, 
hand, and fingers, the site of damage usually be- 
comes apparent. 

The disabilities in combined ulnar and median 
palsy or injury are the sum of those described for 
each. Loss in power of abduction of the little finger 
and inability to flex the distal phalanx of the index 
finger provide evidence of damage to the ulnar and 
median nerves. Atrophy of all the intrinsic muscles of 
the hand is a striking feature of combined ulnar 
and median injury. As a rule, when the ulnar and 
median nerves are damaged, the interphalangeal 
joints are flexed because of paralysis of the inter- 
ossei muscles, and the metacarpophalangeal joints 
are extended because of the unopposed action of 
the long extensors. Consequently, a “claw hand” de- 
formity results. 

Radial Nerve. If the patient is unable to dorsi- 
flex the hand at the wrist or the fingers at the meta- 
carpophalangeal joints, damage to the posterior 
cord of the brachial plexus or the radial nerve 
above the elbow level has occurred (Figure 5). 

If the lesion in the radial nerve is above the 
midhumeral region, the brachioradialis muscle fails 
to contract when flexion at the elbow is tested 
against resistance; if the damage is. at the axilla or 
higher, the heads of the triceps do not contract 
when extension of the elbow is attempted. 

When the forearm is wounded below the head 


Figure 3. Test of 
ulnar nerve function. 
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of the radius, the patient can dorsiflex or extend 
the wrist to some extent, but cannot extend the 
fingers at the metacarpophalangeal joints, inas- 
much as the injury is below the level of the 
branches to the extensors to the wrist. The exten- 
sors of the thumb and the abductor longus muscle 
to the thumb are paralyzed. Ability to extend the 
distal phalanges is preserved, because this move- 
ment is performed by the interossei and lumbricales 
muscles which are supplied by the median and 
ulnar nerves. 

The area of sensory loss varies considerably in 
radial nerve injuries, but is usually similar to that 
depicted in Figure 6. 

Sciatic Nerve. When the sciatic nerve is com- 
pletely interrupted, which fortunately is an un- 
common occurrence, the leg becomes useless. Abili- 
ty to flex and extend at the ankle and toe joints 
and power of eversion and inversion of the foot are 
lost. Ability to flex the knee is greatly impaired, as 
the only muscles still participating in the movement 
are the sartorius and gracilis. 

Sensibility below the knee is lost except along 
the inner sides of the leg and ankle, which sites 
are innervated by the saphenous nerve (Figure 7). 

Common Peroneal Nerve. If the peroneal nerve 
is severed, the toes or the foot cannot be dorsi- 
flexed, and the foot cannot be everted. Just below 
the head of the fibula and beneath the peroneal 
longus muscle the common peroneal nerve divides 
into the deep and superficial peroneal nerves. 

If only the superficial nerve is severed, the pa- 
tient can dorsiflex his toes and foot, but cannot 
evert the foot, and sensation is lost as demonstrated 
in Figure 8. 

If the deep branch is severed,-and the superficial 
branch is spared, the patient will be able to evert 
the foot but cannot dorsiflex the toes nor the foot, 
and sensation is lost as demonstrated in Figure 9. 

Tibial Nerve. Since the tibial nerve supplies 
muscles of the back of the leg and sole of the foot, 
interruption of the nerve makes plantar flexion of 
the foot and toes impossible. 

Inversion of the foot at the ankle is not lost, but 
merely impaired, since in this movement the an- 
terior tibial muscle (peroneal innervation) partici- 
pates. In time, the small muscles of the foot under- 
go atrophy, increasing the concavity of the plantar 
arch (pes cavus) and otherwise altering the pedal 
contours. 

The plantar surface of the foot will show sen- 
sory loss (Figure 10). 

Femoral Nerve. Injuries of the femoral nerve 


GP @ March, 1952 


Figure 4. The “Signe de Journal” in ulnar nerve palsy. 
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Figure 6. Sensory loss in radial nerve palsy. 
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Figure 7. Sensory loss in 
sciatic nerve interruption. 


ficial 


are seldom seen clinically because wounds in the 
region of the femoral nerve are most often fatal 
because of laceration of large blood vessels. The 
muscles supplied by the femoral nerve function 
chiefly as extensors of the knee and as aids in flex- 
ion of the thigh at the hip. When this nerve is 
paralyzed, the quadriceps femoris muscle fails to 
contract when the patient is requested to tighten 
the knee cap and elevate the foot from the bed. 

The anterior surface of the thigh and the medial 
surfaces of the thigh and leg are involved in the 
sensory loss. 


Laboratory Measures Following Injury 


Certain laboratory tests help in evaluation of the 
status of nerve following injury. One of these is 
electromyography. An electrical stimulus to a motor 
nerve is given through the overlying skin and the 
action potential of a suitable muscle supplied by 
the nerve is recorded from needle electrodes in- 
serted into the muscle substance. The resulting 
electromyogram may be recorded on an electrocar- 
diograph, electroencephalograph, or on other stan- 
dard types of amplifiers. In peripheral nerve lesions, 
whether traumatic or inflammatory, the muscle 
action potential is reduced to varying degrees de- 
pending on the amount of damage to the nerves. 
As function of the nerve is restored, the muscle 
potential returns toward normal. 

Another laboratory procedure which is used at 
some clinics is called electrodiagnosis. The nerve 
is stimulated through the skin, and the threshhold, 
chronaxia, rheobase, and tetanus ratio are deter- 
mined. The characteristic responses to electrical 
stimuli for various states of muscle have been de- 
scribed by Pollock and his associates. These authors 
found that this method of determining the status of 


Figure 8. Sensory loss in super- 
peroneal 


Figure 9. Sensory loss in 


nerve deep peroneal nerve palsy. 


palsy. 


nerve lesions was accurate in 100 per cent of the 
cases in which denervation followed a complete 
lesion, and in 92 per cent of cases of regenerating 
complete lesions. 

These laboratory methods are under investiga- 
tion and promise to be of considerable help in 
selecting cases of peripheral nerve injury in which 
operation will be necessary. More experience with 
these methods will be necessary before complete 
reliance can be placed on them. 


Surgical Considerations 


Injuries of peripheral nerves can be classed, for 
practical purposes, into two main categories: (1) 
closed injuries and (2) open injuries. In the 
former group the skin over the involved nerve is 
unbroken. The damage to the nerve has come 
about as the result of traction, stretching, or injury 
from fractured bones. Birth injuries of the brachial 
plexus, stretch injuries of the brachial plexus in 
adults, injuries to the radial nerve in fractures to 
the humerus, injuries to the sciatic nerve in dis- 
location of the hip, and pelvic fractures are ex- 
amples of this type of nerve injury. 

In open injuries, as the term implies, the nerve 
in question has been injured by some object which 
has penetrated the skin and soft tissues and in some 
instances has severed the nerve. Gunshot wounds, 
and knife wounds are examples of this type of 
injury. 

The Time for Operation in Closed Injuries. Pre- 
operative clinical and laboratory studies of motor, 
sensory, and vasomotor functions usually will in- 
dicate the degree of physiologic disruption of a 
peripheral nerve. However, physiologic loss of func- 
tion can be complete without anatomic sever- 
ance of the nerve. This fact explains the frequency 
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with which injured peripheral nerves regenerate 
spontaneously. Because of the likelihood of spon- 
taneous regeneration, the surgeons of World War | 
recommended a waiting period of from six to nine 
months before exploratory operations were under- 
taken. However, more recent investigators have 
concluded that the degenerative changes which 
eventually occur in nerve ends and in the degen- 
erated muscles are progressive, and that the best 
results are obtained in those cases in which repair 
is accomplished relatively early. Therefore, waiting 
for spontaneous regeneration is unjustifiable. 

The present policy is to explore all cases of 
peripheral nerve palsies, complete and incomplete, 
unless there has been rapid progressive improvement 
of function. If the nerve has been severed, valu- 
able time has been saved by early repair. If the 
nerve is anatomically intact, freeing it from the 
surrounding scar tissue will usually hasten recovery, 
and seldom retard it. It is believed that exploration 
of any major nerve trunk under proper conditions 
can be accomplished without risk to life or to 
function. 

By “early exploration” is meant, roughly, an in- 
terval of two to three months after injury. 

Treatment of the Closed Injury. The policy of 
radical exploration, however, should always be com- 
bined with one of conservative treatment. Once 
the nerve is exposed unless actual anatomic division 
can be demonstrated, or unless the intrinsic scar is 
so dense that no motor or sensory impulses can be 
demonstrated to pass through the scar, only com- 
plete neurolysis should be done. Electrical stimula- 
tion of the exposed nerve is valuable in determin- 
ing its anatomic continuity. Galvanic, faradic, or 
sinusoidal current provides a satisfactory stimulus. 
The minimal current is that which will just pro- 
duce a visible contraction of muscle fibers when 
the electrodes are applied directly to them. The 
current should be increased four or five times above 
this minimal level before it is decided that there 
are no functioning fibers passing through the in- 
volved segment. 

If stimulation proximal to the scarred area causes 
contraction of muscles normally innervated by the 
nerve distal to the scar, it may be assumed that 
there is still anatomic and physiologic continuity 
of the motor fibers. If stimulation of the nerve 
proximal to the scar fails to elicit motor responses 
even with five times the minimal stimulus, it may 
be assumed that anatomic continuity is lost, pro- 
vided that the nerve has been liberated from its 
extrinsic scar prior to the test. 
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Figure 11. A. Neuroma; B, internal neurolysis; €, external 
neurolysis (Courtesy of W. B. Saunders Company). 


(Figures 2, 3, 6, 8, 9, and 10 courtesy of W. B. Saunders Company.) 


Figure 12. Diagrammatic sketch of “bulb suture” tech- 
nique. 
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If it has been demonstrated that motor impulses 
pass through the scarred nerve, only neurolysis 
should be done. Internal neurolysis consists of in- 
jecting saline solution into the nerve, above and 
below the neuroma and into the neuroma. By this 
means, the scarring between nerve fasciculi can be 
broken up. External neurolysis consists in incising 
through the scarred nerve longitudinally to break 
up scar tissue between the nerve fasciculi (Figure 
11. 

In some cases dramatic recoveries have been ob- 
served following this procedure. If a nerve thus 
treated fails to show evidence of regeneration with- 
in two months, exploration is done again, and if 
no sensory impulses pass through the scarred area, 
resection with end-to-end anastomosis is carried 
out. 

Sensory responses to electrical stimulation are 
valuable when re-exploration is performed. Not in- 
frequently, physiologically active sensory fibers can 
be demonstrated traversing the suture line before 
any motor fibers have reached their appropriate 
end-plates. 

If stimulation studies reveal that no impulses get 
through a heavily scarred neuroma after the nerve 
has been freed from its extrinsic scar, resection of 
the neuroma with end-to-end suture of the nerve 
should be carried out. After the neuroma has been 
removed, the proximal and distal stumps of the 
nerve are cut back by successive section with a 
razor blade, until normal appearing fasciculi are 
seen and brisk bleeding occurs. This bleeding may 
be controlled by the temporary application of strips 
of muscle, fibrin foam, or other hemostatic agents. 
End-to-end anastomosis must be accomplished with- 
out tension. Extensive dissection of the nerve trunk, 
combined with flexion of neighboring joints, makes 
it possible to overcome a gap of as much as 2 to 3 
inches (5 to 7.6 cm.). In this type of dissection, 
great care must be taken to preserve the longi- 
tudinal blood supply to the nerve, as this source 
of blood to the nerve is the most important. Flexion 
of adjacent joints helps to shorten the gap between 
severed nerve ends. Proper and exact alignment of 
the nerve ends is of utmost importance. The neuri- 
lemma is carefully approximated with fine tanta- 
lum, steel, or silk sutures. 

During World War II, tantalum foil was wrapped 
around the suture line in an attempt to prevent ad- 
hesions and this practice is employed by some sur- 
geons today. However, opinion regarding the ad- 
visability of this procedure is divided. 

If it has been necessary to flex adjacent joints in 


order to permit suture without tension, a silver clip 
or steel or tantalum tie should be placed in the 
neurilemma at a given distance, say 1 cm., above 
and below the suture line. The integrity of the 
suture line can then be verified at any time by ob- 
serving a roentgenogram. Flexion of the joint is 
maintained for three or four weeks and is reduced 
in successive stages thereafter. 

Plasma clot has been used in the repair of pe- 
ripheral nerves. Plasma can be obtained by centri- 
fuging whole blood in sterile paraffin-lined iced 
tubes without any anticoagulant. The plasma is 
kept on ice until needed and removed from the 
tube by means of a sterile pipette for application to 
the suture line. The nerve ends are approximated 
by two parallel stay sutures in the perineurium. A 
special clamp is then applied over the suture line, 
and the plasma is applied to the suture line. A sat- 
isfactory clot is obtained in three to seven minutes. 
We have had no experience with this method, but 
it has been used in various clinics with encouraging 
results. 

Open Injuries. In this type, injuries of soft 
tissue, blood vessels, and bones have been concomi- 
tant with the nerve injury. Experiences in World 
War II have shown conclusively that the results of 
immediate or emergency nerve suture were far in- 
ferior to the results obtained from the delayed, 
definitive repair. 

The factors which contraindicate primary nerve 
surgery in an injured extremity are as follows: 
(1) The suture of a divided nerve at the time of 
débridement, with the mobilization and _trans- 
plantation procedures that may be necessary, are 
incompatible’ with surgical principles” of- preven- 
tion of infection and preservation of limb and life. 
The opening of uninvolved fascial and muscle 
compartments, which would be done in mobilizing 
or transplanting the nerve, would serve to spread 
potential infection which, if only débridement is 
done, can be easily limited. (2) It is impossible 
to evaluate the extent of nerve damage in the 
acutely severed nerve. A line of demarcation is not 
established until about three weeks after injury. 
Thus selective section of nerve ends prior to suture 
is impossible unless a large gap is arbitrarily estab- 
lished. (3) The epineurium of a freshly divided 
nerve is thin and friable and lacks the tensile 
strength to hold sutures. About three weeks must 
elapse before the epineurium has so thickened and 
gained in tensile strength that it holds a suture 
adequately. 

For these reasons, then, the following plan should 
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be used: (1) Débridement of the wound, with ap- 
proximation of the nerve segments by a fixation 
suture if possible. This procedure prevents retrac- 
.tion of the nerve segments, and if a radiopaque 
suture is used, the exact position of the point of 
severance of the nerve can be determined by roent- 
genologic examination. (2) Definitive nerve suture 
at a time when wound healing is complete, prefer- 
ably three to six weeks after injury. 

A three to six weeks period after injury has been 
chosen as the optimal time for nerve suture on the 
basis of tissue culture studies. Such studies showed 
that proliferation of Schwann’s cells and fibroblasts 
reaches its peak on the nineteenth to twenty-fifth 
days and then falls off to a level at sixty days after 
injury. At the peak there are forty times more cells 
than there are four days after injury. At the end of 
sixty days there are fifteen times the number. Also, 
at three weeks, the Schwann tubules of the distal 
segment are still wide open to receive regenerating 
fibers, a sine qua non to successful regeneration. As 
times goes by, these Schwann tubules become 
shrunken, imposing a restriction on the inflow of 
axoplasm. 

The technique of suture and the methods of 
overcoming gap between the severed nerve ends 
for open injuries are the same as for closed injuries. 
If the nerve ends could not be approximated at the 
time of wound débridement, the nerve ends may 
be found to have retracted considerably, leaving an 
excessively large gap which cannot be overcome by 
the methods mentioned above. Two other methods 
are then available. 

(1) The first method to be employed is that of 
bulb suture. The bulbous neuromatous ends of the 
nerve segments are freed from the adjacent scar 
tissue and approximated as closely as possible, with 
adjacent joints flexed and fixed by suture (Figure 
12). The wound is closed. Flexion of the joints is 
gradually reduced over a period of three to four 
weeks. By this means, the nerve is slowly elongated. 
The wound is then reopened, and in many cases, 
the neuromas can be excised back to healthy tissue 
and the nerve ends sutured without tension. It may 


be necessary to employ flexion of adjacent joints 
also at this stage. 

(2) If the first method fails to overcome the gap 
between the nerve ends, one has to resort to bone 
shortening. Fortunately, instances in which this 
method must be used are rare. When the ulnar 
nerve is affected, transplantation at the elbow can 
be done with a gain of 2 to 3 inches (5 to 7.6 cm.) 
in effective length. 

For the most part, nerve grafts have been unsuc- 
cessful. Some measure of success has been reported 
following pedicle-type nerve grafts in cases in which 
both the ulnar and median nerves have been exten- 
sively damaged. 


After Care 


The operation is only a single phase of the treat- 
ment of peripheral nerve injuries. Obviously, an ex- 
tremity will be functionally useless, no matter how 
successful the nerve repair and regeneration, if the 
denervated muscles are permitted to become irre- 
versibly atrophied or fibrotic, or if the joints become 
ankylosed. For best results, it is essential that physi- 
cal therapy be given before and after operation. 

Daily galvanic stimulation of denervated muscles 
is effective in preventing atrophy and fibrosis. Fif- 
teen contractions are produced daily in each of the 
involved muscles at the outset, and the number is 
increased gradually to thirty. If the extremity is en- 
cased in a cast, windows are cut over the bellies of 
the involved muscles so that this type of stimulation 
can be given. 


Results 


A recent preliminary analysis of some of the 8,000 
cases of nerve suture listed in the army nerve reg- 
istry indicated that after six months to two years, 
there is unmistakable evidence of regeneration in 
85 per cent of the cases. Just how complete the ul- 
timate functional recovery will be cannot be de- 
termined as yet. The results in civilian cases, in 
which conditions of wounding and infection are 
less severe, should be superior to results in instances 
of war injury. 
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Sarcoldosis 


ALTHOUGH sarcoidosis was originally thought to 
involve only the skin, it is now recognized that 
the cutaneous manifestations are only one aspect 
of a diffuse, systemic granulomatous disease. 

In the United States, it is found most com- 
monly in Negroes. It has an insidious onset in 
childhood or early adult life and pursues a rather 
indolent course. A diversity of clinical forms re- 
sults from lesions in various combinations of or- 
gans. Usually there are no constitutional symp- 
toms, or they are mild and include fatigue, an- 
orexia, weight loss, or slight fever. 

Only the roentgenologic aspects of sarcoidosis 
will be discussed, including the findings in the 
lungs, skeletal system, and heart. 

The lungs are frequently involved. It is prob- 
able that if patients were closely observed for 
long periods, pulmonary lesions would be found 
in almost all cases. There is great variability in 
the roentgenographic pattern, and no pathog- 
nomonic findings exist. Intrathoracic lymph node 
enlargement is the most common and often is 
the only manifestation. The bilateral, symmetri- 
cal enlargement ranges from extensive tumefac- 
tions, extending far into the lung fields, to merely 
slight prominence of the lung roots. In some pa- 
tients only unilateral lymphadenopathy is found. 
Even massive involvement rarely causes symp- 
toms of pressure on adjacent mediastinal struc- 


Figure 1 (top). Chest film demonstrating bi- 
lateral enlargement of mediastinal lymph nodes 
due to sarcoidosis. Figure 2 (middle). Chest 
film showing diffuse miliary involvement of 
lungs, and mediastinal lymphadenopathy due 
to sarcoidosis. Figure 3 (bottom). Bilateral 
confluent and rather symmetrical pulmonary 
infiltration of sarcoidosis. 
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tures. In other cases, dense radiations extend 
from the enlarged hilar nodes into the lung 
fields, most often along the medial portions of 
the lower lobes. Disseminated miliary, or more 
coarsely nodular foci, are frequently seen, more 
often uniformly distributed throughout both 
lungs but at times localized. These types re- 
semble the pattern seen in acute hematogenous 
tuberculosis. Less commonly, diffuse or patchy 
confluent infiltrations are seen, simulating pneu- 
monic, tuberculous, or mycotic disease. Lesions 
of this latter type may be diffuse and bilateral 
but more frequently are localized. In the miliary, 
nodular, and coalescent forms associated hilar 
adenopathy is usually seen but may be absent. 
There may be a transition from one type to an- 
other, and several patterns may be seen simul- 
taneously. Cavitation due to sarcoidosis has been 
found even in the absence of tuberculosis, but 
cavitation usually represents cystic bronchiec- 
tasis or bullous emphysema. The pulmonary le- 
sions resolve in the majority of cases remaining 
under prolonged observation, but with the on- 
set of interstitial fibrosis complete clearing is no 
longer likely. Pleural involvement is unusual. 

There is an amazing disproportion between 
the extensive pulmonary changes and the paucity 
of respiratory manifestations. Dyspnea and cough 
are observed but are not striking except in asso- 
ciation with progressive fibrosis or cardiac insuf- 
ficiency. 

Bone lesions occur in 10 to 20 per cent of 
cases, usually involving the phalanges, meta- 
carpals, and metatarsals. The tarsal and carpal 
bones and the long bones may be affected. Other 
sites of localization in the skeletal system have 
occasionally been described. There is a rather 
high incidence of skin lesions in patients with 
bone involvement. Circumscribed circular or 
oval cystic areas of rarefaction without change in 
the density of the surrounding bone represents 
one of the types seen. In other cases, the bone 
has a latticework appearance, with thickened 
trabeculae contrasting with rarefaction in the rest 
of the bone. In this latter type, the involvement 
extends over larger portions of the bone and is 
associated with broadening of the shaft and thin- 
ning of the cortex. Both varieties may coexist, 
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and there may be transition from one to the 
other. The periosteum and joints are rarely in- 
volved. The lesions are chronic and resolve or 
progress irregularly. They do not perforate and 
form fistulas, but there may be slight pain and 
tenderness of the overlying tissues. Fusiform 
swellings of the fingers and toes are frequently 
associated with the bone lesions, and at times 
there are marked deformities and even painless 
mutilations such as occur in leprosy. 

In about 20 per cent of autopsied cases of sar- 
coidosis, myocardial or pericardial lesions or both 
are demonstrable. Clinically, arrhythmias, heart 
block, electrocardiographic abnormalities, cardiac 
enlargement, and congestive failure are seen. 
Cardiac function may be secondarily affected as 
a result of extensive pulmonary fibrosis with re- 
sultant chronic cor pulmonale. 

Miscellaneous roentgen manifestations include 
the rare occurrence of kidney stones and meta- 
static calcification associated with hypercalcemia, 
and occasional gastrointestinal involvement. 

The course of sarcoidosis is chronic, usually 
benign, and characterized by a tendency to spon- 
taneous remission. However, when vital organs 
are involved the outcome is serious. Death may 
be due to cardiac or pulmonary insufficiency, 
tuberculosis, or complicating bronchopneumonia. 

Hyperglobulinemia is frequently found dur- 
ing the active phase of the disease. Hypersplen- 
ism with a decrease in any of the formed ele- 
ments of the blood is seen. 

Many types of therapy have been advocated 
but in none have the results been consistently 
striking. Cortisone has been used recently with 
some dramatic results. 


Figure 4. Sarcoidosis of bone, 
illustrating punched-out lesions 
as well as a latticework effect. 
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Practical Cherapeutics 


TREATMENT OF LEUKEMIA 


BY WALTER A. RAMBACH, M.D., 
Northwestern University Medical School, Chicago 


On y a few years ago many of our now controlla- 
ble diseases were described as hopeless and in- 
curable. The patient's illness was diagnosed and the 
treatment was approached with a sense of futility. 
Then, as now, leukemia was classed as one of the 
most vicious offenders. As medical horizons have 
broadened and brightened and the list of controlla- 
ble diseases has been extended, leukemia is emerg- 
ing as a disease for which the present and future 
hold promise of alleviation. 


General Treatment 


The present treatment of leukemia requires a 
concept of complete care combining psychology 
and medicine. The importance of adequately sup- 
porting the morale of both the patient and the 
family cannot be underestimated. A skillful ap- 
proach to the psychologic needs of the patient will 
ease the problems of medical management. In acute 
leukemia, particularly in children, assurance can 
be extended of a good chance for a remission of the 
disease; also, that life may be prolonged, with a 
minimum of discomfort. In chronic leukemia, as- 
surance can be given for a comfortable course, 
with little if any diminution of the normal routine 
of life. 

Acute leukemia presents the more difficult prob- 
lems of medical care. It is initially best treated in 
the hospital. Severe anemia may be present and 
later may be aggravated by hemorrhage due to 
progressive thrombocytopenia. Fresh, whole blood 
transfusions will aid the patient by increasing the 
oxygen-carrying capacity of the blood, by restor- 
ing a normal circulating blood volume, and by re- 
tarding bleeding. It is necessary to give only 
enough blood to raise the red blood cell count to 
between 2.0 and 3.0 million cells per cubic milli- 
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meter, and the hemoglobin to between 6.0 and 9.0 
grams per 100 cubic centimeters. The patient will 
readily adjust himself to these levels and be suf- 
ficiently oxygenated. Attempts to attain higher red 
counts and hemoglobin levels by transfusions are 
unwise. Every transfusion is accompanied by risk, 
and the more transfusions the greater the chance 
of complications. Further, transfusion not only 
provides oxygen for normal tissues, which can sub- 
sist on a relatively lower than normal oxygen sup- 
ply, but also supplies oxygen to young neoplastic 
cells which have a higher oxygen requirement. 
There, added hemoglobin affords the malignant 
tissues greater growth capacity. 

The cause of the anemia is obscure. Iron therapy 
is of little value unless a specific iron deficiency is 
associated with the leukemia. Injections of liver 
are of no value, since a liver deficiency is not 
present in acute leukemia. 

Antihemorrhagic agents, such as toluidine blue 
or protamine, have not been established as agents 
useful in the control of bleeding. Vitamin K or K, 
oxide is not indicated unless a deficiency of pro- 
thrombin exists. 

Infections are common during acute leukemia. 
Penicillin, aureomycin, terramycin, or chloramphe- 
nicol may be used as the occasion demands. Anti- 
biotic therapy has proven to be a most valuable 
adjunct in the treatment of leukemia, and is per- 
haps greatly responsible for the increasing life span 
of patients with acute leukemia. 

Mild sedation with the barbiturates is advisable 
for the nervous and emotional disturbances that 
accompany this disease. Narcotics should be used 
sparingly, reserving them for extreme conditions. 

Adequate nutrition is important and, if neces- 
sary, should be supplied via parenteral routes. Some 
caution should be exercised in giving vitamin sup- 
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plements. Ascorbic acid is of doubtful value in re- 
lieving hemorrhagic manifestations. Members ot 
the vitamin-B complex are suspected of aiding the 
growth of neoplastic tissue. It is best then to secure 
adequate caloric intake by a normal diet or, if 
necessary, by intravenous glucose supplements. 

During late phases of the disease, fluid and elec- 
trolyte disturbances may result from excessive 
fever, perspiration, vomiting, and diarrhea. Similar 
upsets may accompany certain forms of therapy 
and infection. The intravenous administration of 
glucose, sodium chloride, or lactate solutions, and 
the use of plasma will readily serve to keep the 
patient comfortable, to adjust the blood volume, 
and to restore normal acid-base equilibrium. 

Elective surgery, including the extraction of 
teeth, is to be avoided. Acute surgical emergencies 
must be met as such if the prospect for a continu- 
ing remission of the disease is good. In these in- 
stances, it-may be advisable to use blood transfu- 
sions preoperatively and as necessary thereafter, 
depending upon the extent of the surgical pro- 
cedure. 

In chronic leukemia, the problems are much 
simpler. Here the complete care of the patient is 
most intimately connected with his understanding 
of the nature of the disease, and with his knowl- 
edge of what his physician is attempting to do for 
him. The understanding that his disease is com- 
patible, under suitable therapy, with a relatively 
good longevity and normal day-to-day life is para- 
mount. Once this understanding is achieved, thera- 
py is simplified. No changes in diet are needed, 
and the usual caloric intake is maintained. It is 
advisable to curtail strenuous activity and to in- 
crease the hours of sleep. Supplementary iron, liver, 
or vitamins are not needed. 

Surgical complications may be met with equa- 
nimity as they arise, with careful observation of 
the blood picture postoperatively. 

Adenopathy which is uncomfortable for physical 
or cosmetic reasons is adequately treated by local 
irradiation. Surgery is seldom indicated. 

Having-outlined the general measures to be ful- 
filled under the concept of complete care, we can 
turn our attention to more specific forms of therapy. 


Acute Leukemia 


This most virulent form of the disease is more 
commonly seen in children than in adults. How- 
ever, it may occur and run a similar course in any 
age group. The onset may be insidious or abrupt, 


with or without adenopathy and splenomegaly. 
When the onset is relatively slow, the presenting 
complaints may be nondescript, but usually include 
weakness, {atigability, pallor, and low-grade fever. 
The white count may or may not be elevated. 
When the onset is sudden, the picture resembles 
that of an acute septic process, with high fever, 
moderate to marked leukocytosis, gangrenous sto- 
matitis, and prostration. In any event, throm- 
bocytopenia ‘of increasing severity (often associated 
with purpura) and a progressing anemia support 
the diagnosis of leukemia. Examination of the 
peripheral blood reveals the presence of young 
cells of the blast stage. The bone marrow shows a 
preponderance of this cell type and is diagnostic of 
the disease. An absolute identification of the cell 
series, i.e., myelocytic, lymphocytic, or monocytic, 
may be difficult, and is usually of academic value 
only. The prognosis is not altered. The life span 
varies from a few days or weeks to several months. 
In general, the more acute the onset, the shorter 
the life expectancy. 

Treatment is designed to support the patient in 
mental and physical comfort as described above. 
Remissions may occasionally occur spontaneously, 
or may be induced by therapeutic agents. These 
latter fall into two classes, the pituitary and adreno- 
cortical hormones, and the folic acid antagonists. 

Pituitary and Adrenocortical Hormones. The 
agents representative of this group, corticotropin 
(ACTH) and Cortisone, may induce rapid and 
striking hematologic remission in 40 to 60 per cent 
of cases of acute leukemia. Improvement is not 
always complete, and in general the remission lasts 
from one to two months, but some patients remain 
in remission for as long as twenty or more weeks. 

Initial doses of the hormones should be large, 
varying somewhat with age. ACTH should be 
given in the range of 20 to 25 units (mg.) four times 
a day (every 6 hours). Cortisone is administered in 
a dosage of 100 to 200 mg. per day. These sched- 
ules should be maintained until definite thera- 
peutic effects are achieved. This may take from 
three to four weeks. Then the dose should be 
gradually lowered to a maintenance level which 
is compatible with suppression of the disease and 
the tolerance of the patient. Maintenance therapy 
(ACTH, 20 to 40 units per day; Cortisone, 50 to 
100 mg. per day) should be continued indefinitely, 
and relapses treated by immediately increasing the 
dose to initial treatment levels. More than one re- 
mission may be thus obtained, but eventually a 
refractory state will be met, and the adminis- 
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tration of further therapy will be of little avail. 

The physiologic activity of these hormones, the 
so-called “toxic effects,” must be watched for and 
understood in view of the dosage employed, but 
seldom do they compromise therapy. 

Figure 1 demonstrates the dramatic responses that 
may be achieved by ACTH therapy in a case of 
acute lymphocytic leukemia. In following a case 
such as this, the peripheral differential count is 
most important. Although the total rise in white 
count was moderate at the end of the time intexval 
shown, blast cells, that disappeared under the ini- 
tial onslaught of therapy, again became evident. 
In such instances, the appearance of the young 
cell forms is an indication for an immediate return 
of dosage to the initial treatment levels. 

Folic Acid Antagonists. These compounds in- 
clude several agents. The one in most common 
use is aminopterin (4-aminopteroyl-glutamic acid), 
and it is this drug which will be discussed as rep- 
resentative of the group. Aminopterin will produce 
clinical and hematologic improvement in from 40 
to 60 per cent of cases of acute leukemia in chil- 
dren, and from 10 to 15 per cent of such cases in 
adults. The duration of remission is on the average 
somewhat longer than that produced by ACTH or 
Cortisone, but the onset of remission is more slowly 
induced than that which results from hormonal 
therapy. 

Aminopterin is given in a dose of 0.5 to 1.0 mg. 
per day in children and 1.0 to 3.0 mg. per day in 
adults. It is administered either orally or intra- 
muscularly, the effect being the same by either 
route. The course of therapy should be carefully 
followed by repeated peripheral blood and bone 
marrow studies. The dose schedule is maintained 
until the appearance of definite remission, or until 
toxic symptoms appear. When the white count has 
been stabilized, the drug is continued in a mainte- 
nance dose indefinitely. Should a toxic reaction 
occur, the drug is stopped until toxic symptoms 
subside. In the event of a relapse in the leukemia, 
the dose is elevated to initial treatment levels and 
the cycle repeated. Again, as with hormone thera- 
py, more than one remission may be obtained, but 
eventually a refractory state is reached. 

The toxic effects of aminopterin usually appear 
from five to twenty days after the onset of therapy 
and include sore mouth and throat, anorexia, diar- 
thea, and hemorrhage. As symptoms progress, 
buccal ulceration and epigastric pain may develop. 
Temporary alopecia, as well as hemorrhagic skin 
rashes, may occur. These signs and symptoms may 
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continue for several days after the drug is stopped. 
During this period, the patient may be quite ill. 
However, if a remission in the leukemic process 
has been induced, the patient will be much im- 
proved following the subsidence of the toxic re- 
action. 

The margin between a toxic reaction and a 
therapeutic response is extremely narrow, and for 
most patients it is necessary to reach the toxic 
effect in order to insure a therapeutic response. 

The use of hormones and chemical agents in 
different combinations or arrangements has been 
advocated, and an optimum pattern may be estab- 
lished. However, wide variation in the acute leu- 
kemic process of necessity leads to a schedule of 
therapy best suited to the individual case. 

It is suggested that ACTH is the drug of choice, 
as it has given the best results in both children and 
adults. Folic acid antagonists are perhaps best 
suited as alternates, to be used in the event of 
failure of ACTH. 

X-ray therapy, whether directed from an external 
source or given internally in the form of radio- 
isotopes, is of little value in the treatment of acute 
leukemia. The same may be said of arsenic in the 
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Figure 1. Acute lymphocytic leukemia treated 
with Corticotropin (ACTH); patient male age 45. 
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form of Fowler’s solution. Indeed these measures 
may aggravate the clinical picture. 


Chronic Myelocytic Leukemia 


The clinical picture of this type of leukemia 
develops insidiously. It occurs predominantly in 
the adult, but may occur rarely in children. Most 
frequently it is unmasked during the course of a 
routine physical examination or blood count. The 
patient may or may not have specific complaints. 
When they are present, they usually are protean— 
a feeling of weakness, easy fatigability, heaviness 
in the upper abdomen, or “just not up to par.” The 
initial examination may reveal an enlarged spleen, 
the size depending on the duration of the illness. 
Adenopathy is characteristically absent. The red 
count usually ranges between 3.0 and 4.0 million 
cells per cubic millimeter, and the leukocyte count 
generally exceeds 100,000 cells per cubic milli- 
meter, although counts of 35,000 to 40,000 are not 
uncommon. The differential count shows a shift 
toward immaturity, and the cells are predominantly 
of the granulocytic series. Platelets are usually nor- 
mal or increased in number. The bone marrow also 
reveals a shift to immaturity. However, the high 
incidence of blast cells, seen in acute leukemia, is 
conspicuously lacking. 

As alluded to previously, the life span in chronic 
leukemia averages three to four years, with some 
patients living ten or more years. The usual ter- 
minal state is that resembling the picture of acute 
leukemia, and at this point further therapy is of 
little avail. 

Sufficient experience has not been gained to 
judge whether present methods of therapy have 
increased the life span of the individual with 
chronic leukemia. Suffice it to say that methods of 
therapy, as developed and practiced over the past 
ten to fifteen years, have greatly decreased the 
morbidity of the disease and have prolonged the 
period of gainful life. 

Therapeutic agents are primarily divided into 
two types, either chemical or physical. The chem- 
ical agents are largely confined to the arsenicals 
(as represented by Fowler’s solution), urethane, 
nitrogen mustard, and triethylene melamine. The 
physical agents are represented by x-rays or radio- 
active phosphorus. 

Irradiation. Irradiation constitutes the best avail- 
able form of therapy for chronic myelocytic leu- 
kemia. It is delivered from an external source as 
x-rays, or as beta rays from an internally adminis- 


tered source such as radioactive phosphorus (P**). 
Beta rays originate in the excited nuclei of atoms, 
and x-rays disseminate from the energy processes 
in the atomic shell. Both forms of irradiation will 
produce a similar therapeutic effect. Radioactive 
phosphorus has the advantage of ease and sim- 
plicity of administration Coral), with no attendant 
radiation sickness when given in therapeutic doses. 
Furthermore, it has a selective localization in hema- 
topoietic tissue. It has the chief disadvantage of 
only being available at institutions specifically 
equipped to handle radioactive materials. X-ray 
therapy is advantageous in that it is almost uni- 
versally available, but has the disadvantage of pro- 
ducing radiation sickness when the therapeutic 
doses are large. 

The concept of treatment by irradiation is predi- 
cated on the basis of continuously keeping the pa- 
tient as near normal as possible. This condition is 
best obtained by intermittent therapy, properly 
spaced by determination of white count and spleen 
size at regular intervals. It is a method of therapy 
consistent with established practice in the treat- 
ment of other chronic diseases. It is a method 
which does not condone intensive therapy only at 
time of relapse. Heart disease, diabetes, pernicious 
anemia, thyroid disease are not treated only in re- 
lapse, but are treated continuously and consistently. 
Such maintenance therapy applies as well to the 
patient with chronic leukemia. 

X-ray therapy is applied at our clinic as subtotal 
body irradiation. That is, the body from the neck 
to the midthigh is exposed to the external source. 
The head and genitalia are screened. The dose is 
30 to 35 roentgens, delivered alternately front and 
back. Initially the patient is treated weekly until 
the leukocyte count falls to the range of 10,000 
to 20,000 cells per cubic millimeter. With this fall 
in white count, the red cell count will rise. The 
spleen will usually shrink. As these changes occur, 
the patient exhibits a remarkably increased sense 
of well-being and frequently a gain in weight. His 
previous hypermetabolic state returns to normal. 
Subsequent therapy is determined by biweekly or 
monthly leukocyte counts, with the size of the 
spleen being recorded at the time of each white 
count. Spleen size is conveniently recorded as 
fingerbreadths below the left costal margin. Thus 
when the white count begins to increase over 
20,000 and the spleen begins to increase in size, 
another treatment is given. 

Beta-ray therapy is given’ as the radio-isotope of 
phosphorus (P**). It is most often administered 
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orally with water, although it may be given intra- 
venously. Treatment is initiated with a dose of 2.0 
to 5.0 millicuries, depending on the weight of the 
patient and the extent of the initial leukocytosis 
and splenomegaly. Two weeks later another dose 
is given, which varies with the response of the 
leukocyte count to the previous dose. The second 
dose is usually equal to or less than that of the 
initial treatment. However, in some instances it 
may exceed the initial dose. Again, as with x-ray 
therapy, an attempt is made to bring the leukocyte 
count to within 10,000 to 20,000 cells per cubic 
millimeter. Once this has been accomplished, bi- 
weekly or monthly examinations are required in 
order to establish the frequency and size of the 
P* dose. 

X-ray and beta-ray therapy have points in com- 
mon which need to be emphasized. Both forms of 
irradiation have a continuing effect; that is, follow- 
ing each dose, the leukocyte count will continue to 
drop for one or two weeks. Therefore, it is appar- 
ent that at least two weeks must intervene between 
doses in order to properly determine the subse- 
quent dose. 

The orderly spacing of therapy varies to a great 
extent from patient to patient, whether x-rays or 
beta rays are used. The proper interval is there- 
fore determined by trial and error and is accom- 
plished by gradually increasing the interval be- 
tween successive administrations. In general the 
more chronic the leukemia, the longer the interval 
between doses, and vice versa. Further, some pa- 
tients require larger doses of irradiation than others, 
in order to be properly maintained. Thus two fac- 
tors, dose and time, interplay; and one is no sub- 
stitute for the other. This is graphically illustrated 
by the two patients charted in Figures 2 and 3. 
There may be seen the excellent results obtained 
in the properly spaced therapy of .chronic myelo- 
cytic leukemia. However, it is to be noted, that the 
patient in Figure 2 required only six doses of P*, 
totaling 32.0 millicuries, over a period of time in 
which the patient in Figure 3 required seventeen 
doses, totalling 128.0 millicuries. 

Proper therapy by irradiation can successfully 
maintain the patient with chronic myelocytic leu- 
kemia. Nevertheless, as previously mentioned, the 
disease is invariably fatal. The terminal phase is 
not unlike acute leukemia. Increasing weakness 
and splenomegaly, progressive anemia and throm- 
bocytopenia occur over a period of a few weeks. 
An increasing number of blast cells appear in the 
peripheral blood. Therapy is of little consequence, 
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Figure 2. Chronic myelocytic leukemia treated 
with x-ray and P”; patient male age 61 years. 
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Figure 3. Chronic myelocytic leukemia treated 
with x-ray and P”; patient male age 61 years. 
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and the patient succumbs in a matter of weeks or, 
at the most, three to four months. During this 
phase drugs such as ACTH may be tried in an 
effort to increase the patient’s comfort. 

Chemical Agents. Therapy with Fowler’s solu- 
tion (solution of potassium arsenite) is not the best 
therapy in chronic myelocytic leukemia. Its use 
should be largely confined to those cases for which 
irradiation therapy is not readily available. It does 
produce a significant drop in the leukocyte count 
and causes a regression in the size of the spleen. 
However, it is more likely to produce toxic mani- 
festations such as weakness, lacrimation, nausea, 
vomiting, and diarrhea; and the therapeutic effects 
are slower in onset than when irradiation is given. 

One method of arsenic therapy is to give three 
to four minims of Fowler's solution t.i.d. for the 
first day, and then to increase the dose by one 
minim t.i.d. each day until a dose of ten to twelve 
minims t.i.d. is reached. If toxic symptoms appear, 
the drug is omitted for one day. Therapy is then 
resumed and continued for a period of twenty-five 
days (from the date of onset of therapy) at a dose 
one minim t.id. less than that which produced 
the toxic symptoms. This form of treatment is 
given in alternation with rest periods of six weeks, 
in order to avoid the cumulative effect of the drug. 
Maximum response is obtained one to one and one- 
half weeks after cessation of each course of therapy. 

Urethane in doses of 1.0 gram of the enteric- 
coated tablets, given t.i.d., will usually produce a 
remission in the average patient with chronic leu- 
kemia. However, urethane provokes nausea and 
anorexia, and for that reason is not satisfactory for 
long-continued use. If these symptoms are not 
troublesome, the drug may be used until a reduc- 
tion in the white count is obtained. Maintenance 
therapy is usually conducted with doses of 0.5 to 
1.5 grams per day. 

Nitrogen mustard is not a practical therapeutic 
agent in the treatment of chronic myelocytic leu- 
kemia. Its use is attended by a high degree of 
toxicity, which necessitates extremely close super- 
vision of dosage and administration. 

Triethylene melamine (TEM) has only re- 
cently received some clinical trial. It is a drug with 
properties similar to those of the nitrogen mus- 
tards. It differs in two major aspects. It lacks the 
acute pharmacologic activity of nitrogen mustard, 
and it may be given orally. Further, when given 
intravenously it does not produce the degree of 
nausea and vomiting seen with the mustards. It is, 
however, as is nitrogen mustard, injurious to normal 


hematopoietic tissue, and therefore careful regula- 
tion of dosage is essential, in order that therapeu- 
tic results will not be superseded by severe bone 
marrow depression. 

Successful control of chronic myelocytic leu- 
kemia has been accomplished with TEM therapy. 
However, clinical trials have not been long enough 
to afford an adequate comparison with the results 
obtained with irradiation therapy. 


Chronic Lymphocytic Leukemia 


Like chronic myelocytic leukemia, chronic 
lymphocytic leukemia begins insidiously and _ is 
usually discovered during a routine examination. 
It is more common in the age group over forty-five 
years. The patient's complaints are usually minimal. 
The initial findings are those of lymphadenopathy 
and splenomegaly of varying degrees, although 
they may be absent. The white count usually ex- 
ceeds 100,000 cells per cubic millimeter, although 
as in the myelocytic form, very early findings may 
present a mild elevation of 20,000 to 35,000 cells 
per cubic millimeter. Slight anemia is present 
along with a mild depression in the platelets. The 
peripheral differential will show a high percentage 
of lymphocytes, and the bone marrow findings are 
those of preponderance of the lymphocytic series, 
but with an absence of any great increase in the 
blast forms. 

Early in the disease when adenopathy is slight 
and the white count is relatively low, no therapy 
is indicated. This stage may continue for many 
years. When, however, lymphadenopathy and 
splenomegaly are prominent, and the white count 
is high, therapy should be instituted. 

Again therapy is directed toward a successful 
physiologic maintenance of the individual, and is 
best accomplished by x-ray or P** administration. 
The methods, dose, and interval schedule are the 
same as for chronic myelocytic leukemia, but treat- 
ment is predicated on a different basis. Treatment 
is followed more by the response of lymphadenop- 
athy and splenomegaly than by the white count. 
There is no close correlation between the white 
count and the adenopathy, as the white count may 
fluctuate over a wide range for any given degree of 
glandular or splenic enlargement. Further, the 
sense of well-being of the patient is more directly 
connected with the degree of adenopathy than with 
the white count. This is unlike chronic myelocytic 
leukemia, where a high white count is frequently 
associated with malaise and weakness. Thus it is 
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better to judge dose and time interval of irradia- 
tion therapy by the waxing and waning of ade- 
nopathy and splenomegaly. As adenopathy and 
splenomegaly decrease, the erythrocyte count and 
hemoglobin value will rise, and the white count 
will fall. Treatment of a patient with chronic lym- 
phocytic leukemia is well illustrated in Figure 4. 

In general it may be stated that chronic lympho- 
cytic leukemia presents a different therapeutic prob- 
lem than does chronic myelocytic leukemia. As 
stated above, it differs in objective criteria for 
therapy, and the amount of irradiation required is 
usually less over a given period. Further, local irra- 
diation therapy is more frequently used in chronic 
lymphocytic leukemia. That is to say, localized 
areas of glandular enlargement which may have no 
apparent effect on the over-all picture of the dis- 
ease, as mirrored by the white and red count, may 
be treated by external x-irradiation delivered only 
to the area involved. This is done primarily to 
alleviate the physical discomfort and cosmetic ef- 
fects of localized swelling. 

The terminal picture of chronic lymphocytic 
leukemia is insidious in its development. It is 
characterized by progressive adenopathy and 
splenomegaly, progressive anemia and thrombocy- 
topenia, and weight loss. The effectiveness of thera- 
py during the terminal phase can only be deter- 
mined by trial and error. 

Fowler's solution is almost completely without 
effect in this form of the disease. Urethane may be 
effective in selected cases, but generally does not 
work so well as in chronic myelocytic leukemia. 
Nitrogen mustard is somewhat more effective, and 


TEM has likewise produced control of the disease. 


Other Forms of Leukemia 


The major types of leukemia have been dis- 
cussed. A brief note on the more unusual forms 
follows. 

Acute monocytic leukemia shows little response 
to any of the present “specific” methods. Chiefly 
then, those measures designed for the total care 
and comfort of the patient must be employed. 
Chronic monocytic leukemia is rare. Treatment 


again is not so satisfactory as for the other chronic 
forms. Specifically, any measures available may be 
utilized, realizing that the chance of good mainte- 
nance care is limited. 

Plasmacytic leukemia and multiple myeloma, 
one being a variant of the other, may in some cases 
respond to irradiation, urethane, or ACTH. The 
results are not consistent, but they do offer some 
hope. In some instances definite improvement has 
been recorded for periods of a year or longer. 

In conclusion it may be well to reiterate the es- 
sential theme of this discussion. The complete care 
of the patient, mentally and physically, is of the 
utmost importance in the treatment of leukemia. 
Specific and supportive measures are available in 
the medical practices of today to accomplish this 


Figure 4. Chronic lymphocytic leukemia treated 
with x-ray and P”; patient female age 47 years. 


end. Full utilization of these resources gives the 
patient with acute leukemia a course of relative 
comfort; the patient with chronic leukemia, years 
of active, comfortable, and economically efficient 
life; and the physician the reward of a job well 
done. 
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Present Status of ... 


Recentiy Blakemore has reported on his experi- 
ence with 140 cases of portal hypertension surgically 
treated by construction of a portacaval shunt (Bull. 
New York Acad. Med., 27:477, 1951). Although 
extrahepatic block of the portal vein was the cause 
for portal hypertension in some of the cases, the 
great majority had developed portal hypertension as 
a consequence of cirrhosis of the liver. In either 
event, the condition has grave consequences because 
of the development of esophageal and gastric varices 
from which exsanguinating hemorrhage may occur. 
In addition, particularly in cases of Laennec’s cir- 
thosis, the portal hypertension contributes largely 
to the development of ascites which has deleterious 
effects, especially when it is persistent. 

Blakemore has demonstrated that the portal hy- 
pertension can be relieved by anastomosing either 
the portal vein and inferior vena cava or the splenic 
vein and renal vein. In the cases in which he has 
performed such operations, the portal venous pres- 
sure averaged 400 mm. of water preoperatively and 
showed a postoperative reduction to an average of 
200 mm. The highest pressure reading obtained 
postoperatively in any case was 240 mm., a figure 
well below that which has beer recorded in any 
case in which gastrointestinal hemorrhage has been 
a manifestation of portal hypertension. There was 
good evidence that the reduction of portal venous 
pressure was sustained, in view of the absence of 
postoperative gastrointestinal hemorrhages during 
long follow-up periods, and a disappearance of 
esophageal varices which had been demonstrable by 
x-ray examination before operation. The principal 
indication for performing the operation has been 
hemorrhage from esophageal varices. Blakemore 
mentions that this occurs in about 33 per cent of 
patients with cirrhosis of the liver and that half of 
such patients die within the first year. Often their 
deaths are untimely, because liver function may be 
good and because some method of preventing sub- 
sequent hemorrhage might permit better long-term 
medical treatment. 

The operation also has been done with a view to 
relieving ascites. However, Blakemore emphasizes 
that portal hypertension is not the sole cause for 
ascites in patients with portal cirrhosis and that the 
operation should be done only for those cases in 
which the ascites has not been relieved after an ade- 
quate trial of strict medical management. 

Of the 102 cases of cirrhosis of the liver in which 


Portacaval Shunts for Portal Hypertension 


a shunt has been constructed, fifty-two cases were 
classified as good operative risks on the basis of a 
clinical evaluation of the status of liver function. 
There were six postoperative deaths (11.5 per cent) 
in this group. There were fifty cases classified as 
poor operative risks because of a history of long- 
standing severe portal hypertension with marked 
deterioration of liver function. In this group there 
were sixteen postoperative deaths (32 per cent). The 
success of Blakemore’s surgery is undoubtedly at- 
tributable in major part to the meticulous care em- 
ployed in preparation of the patients and in the 
operations themselves. 

In some instances in which active hemorrhage 
from esophageal varices was the reason for admis- 
sion of the patient to the hospital, control of such 
hemorrhage was the prime consideration. This was 
accomplished by means of an esophageal balloon, 
administration of large amounts of vitamin K for 
correction of prothrombin deficiency, and trans- 
fusions of whole blood. When thrombocytopenia was 
a factor in the hemorrhage, only freshly banked 
blood was used for transfusions, and the hypersple- 
nism responsible for the thrombocytopenia was later 
corrected by splenectomy at the time of the surgical 
operation. 

In all cases, no effort was spared to bring the 
blood volume to a high peak of normal before oper- 
ation. Respiratory depressants were omitted in the 
preoperative medication. Cyclopropane was the an- 
esthetic of choice for patients with cirrhosis of the 
liver. During surgery a continuous recording of the 
blood pressure was routinely made, and adequate 
equipment for intra-arterial administration of blood 
was available. In order to prevent postoperative oc- 
clusion of the shunt which had been constructed, a 
technique for regnonal heparinization was devised. 
Essentially, this consists of the introduction by con- 
tinuous drip of heparin through a plastic tube in- 
troduced into the inferior mesenteric vein to a dis- 
tance bringing its tip near the site of the shunt. 

Blakemore summarizes the indications for this 
type of surgery as follows: (1) to protect patients 
from an untimely death due to hemorrhage, (2) to 
protect livers in cirrhossis cases from the deleterious 
effects of recurring hemorrhage or wasting ascites, 
and consequently afford an opportunity for healing 
and regeneration of new liver cells brought about 
under the favorable influence of modern medical 
management. 
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Cips from Other Journals 


Postmastectomy Edema of Arm 


Epema of the arm is a common, often disabling 
sequel to radical mastectomy, according to Foley 
(Surg., Gynec., & Obst., 
93:568, 1951). Although 
the pathogenesis of such 
edema is not precisely 
known, the author em- 
phasizes that satisfactory 
treatment can be based on 
sound physiologic prin- 
ciples. 

The influence of grav- 
ity is utilized by keeping 
the edematous arm ele- 
vated during the night. A 
simple device for this pur- 
pose is shown in the ac- 
companying drawing. 
Here the arm is suspended 
by a counterweight; the tension line is attached to 
the finger of a snug-fitting glove. This method can- 
not be used when there is impaired arterial supply 
because of the risk of provoking serious trophic 
changes. 

The use of a well-fitted elastic sleeve during the 
day retards the reaccumulation of edema. This 
sleeve is made of the heavy material used for ef- 
fective elastic stockings. In addition, the patient 
is instructed to massage the arm for at least ten min- 
utes twice a day, attempting to “knead out” the 
edema. In the first week of treatment, subsidence of 
edema may be greatly hastened by prescription of a 
low-salt diet plus injections of a mercurial diuretic 
daily or every other day. 


Aureomycin in Experimental Peritonitis 


EXPERIMENTAL peritonitis produced in dogs by 
traumatizing the appendix almost always caused 
death within two days, according to a report by 
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Schweinburg and associates (Ann. Surg., 134:878, 
1951). When the dogs were treated by oral aureo- 
mycin, the recovery rate was 75 per cent. When the 
same drug was administered intramuscularly (a 
method which produced considerable local pain and 
edema), the survival rate was only 50 per cent; and 
when it was given intravenously, only 12.5 per cent. 

The authors felt that the superiority of the oral 
route was due to the rapid suppression of the in- 
testinal bacteria, which otherwise continued to con- 
taminate the peritoneum. 


Weather and Thrombophlebitis 


Oruer investigators have reported a seasonal inci- 
dence of thrombophlebitis related to the cooler 
months of the year. Newton has confirmed that post- 
operative thrombosis of the deep veins of the leg oc- 
curs more frequently in the spring and fall in Phil- 
adelphia (Am. J. Surg., 81:607, 1951). In addition, 
he has shown that weather changes may affect the 
development of thrombophlebitis. The passage of a 
meteorologic front occurred more frequently before 
the day of thrombosis than before the same postop- 
erative day in a control series. The components of 
the second part of such a frontal passage (a rise in 
barometric pressure, a fall in temperature, and a fall 
in relative humidity) occurred more frequently in 
relation to the day of thrombosis than to the same 
postoperative day in a control series. 


Cortisone in Erythema Nodosum 


Farzer and Mandelbaum report a case of erythema 
nodosum showing no tendency toward regression 
after three months of therapy CArch. Int. Med., 
88:395, 1951). Within twenty-four hours after Cor- 
tisone was administered, the lesions began to fade 
and were no longer tender. After the second day of 
treatment, the lesions had disappeared, and a biopsy 
specimen taken from a previously involved area 
showed normal skin and subcutaneous tissue. 
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Treatment of Brucellosis 


Spink and his co-workers have evaluated various 
types of therapy in forty-eight culturally-proved 
cases of brucellosis (Arch. Int. Med., 88:419, 
1951). These authors demonstrated the effective- 
ness of treatment with a combination of streptomy- 
cin and sulfadiazine, with aureomycin, and with 
chloramphenicol. In the forty-eight patients treated, 
the condition of all but one was improved after 
therapy. Within forty-eight to seventy-two hours 
after the start of treatment, there was a drop in 
fever, toxemia subsided, and pain was lessened. 
Serious and painful complications were promptly 
controlled, and advancement of the lesions was pre- 
vented. After treatment was established, localizing 
complications did not occur. Bacteremia, when it 
occurred, was easily managed. 

The results of therapy were not influenced by 
the duration of illness prior to treatment. The pa- 
tients who had been ill for many months seemed 
to respond as promptly as those who had been ill 
for only a few weeks. 

Aureomycin was more effective than the strepto- 
mycin-sulfadiazine combination or chloramphenicol. 
One of the most important problems in the man- 
agement of brucellosis continued to be the preven- 
tion of relapses after therapy had been completed. 
These were seen even with the therapy used by the 
authors. They suggest the need for additional thera- 
peutic investigations, using combinations of drugs 
such as streptomycin and aureomycin, in an effort 
to further reduce the incidence of relapses. 


Gram-Negative Bacteremia 


WaissreN studied thirty-one examples of bactere- 
mia due to Gram-negative bacilli other than Sal- 
monella (Arch. Int. Med., 88:467, 1951). In this 
clinical and therapeutic study were included ten 
cases of infection due to E. coli, seven cases due to 
A. aerogenes, five cases due to Ps. aeruginosa, five 
due to Proteus, and one each due to Alcaligenes, 
Paracolon, Eberthella oedematiens, and an unclas- 
sified Gram-negative bacillus. The portal of entry 
was the genitourinary tract in twenty-four cases, 
the biliary tract in two cases, the peritoneal cavity 
in two cases, and the uterus and the gastrointestinal 
tract each in one case. 

Three types of clinical courses were presented by 
these patients. One group appeared hot, dry, and 
flushed. They were alert and their movements were 
short and jerky. Their rectal temperatures ranged 
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from 102° F. to 106° F., their pulses were full and 
bounding, and their blood pressures remained at 
usual levels. They did not give an impression of 
being gravely ill and were classified as “toxic.” 
The second group was classified as shock-like, for 
they all appeared critically ill, and in spite of high 
temperatures were cold, clammy, and lethargic. 
Their blood pressures fell rapidly. Four of the five 
patients who died and all the patients with bac- 
teremia due to Proteus were in this group. The 
third group of patients were asymptomatic. 

Aureomycin or chloramphenicol was the anti- 
biotic of choice in the treatment of these patients. 
When the infection developed while the patient 
was receiving aureomycin, it was likely that a Pro- 
teus bacteremia was present, and in these cases the 
best treatment seemed to be penicillin and chloram- 
phenicol in combination. 


Serum Complement in Nephritis 


Tue level of serum complement of normal persons 
is fairly constant. Lange and his associates found 
that patients with acute glomerulonephritis had a 
marked decrease of complement (Arch. Int. Med., 
88:433, 1951). When healing occurred in acute 
glomerulonephritis, the level of complement re- 
turned to normal. The complement content of the 
serum remained slightly depressed even though all 
clinical and laboratory signs of activity of the 
nephritic process had subsided. The authors demon- 
strated that antibodies to human kidney are present 
in the serums of patients with glomerulonephritis. 
They also showed that the reaction between the 
antigen and the antibody was complement-binding. 
The lowering of the complement shown in their 
studies was the consequence of such a reaction. 
Clues to the effectiveness of various therapeutic 
measures in acute glomerulonephritis have been 
suggested by the authors. Antibiotics, by controlling 
the initial infection, may eliminate the antigen 
which provokes the antibody reaction. Nitrogen 
mustards and x-ray spray radiation may suppress 
antibody formation and thereby diminish antigen- 
antibody union. Corticotropin and Cortisone may 
prevent antibody formation or discourage the union 
of antibody and antigen. It has been shown that a 
high percentage of patients with measles have a 
depression of complement. If measles binds com- 
plement during its immunologic reaction, no com- 
plement is available for the nephritic antigen-anti- 
body reaction, and this may be an explanation for 
the well-known fact that measles will induce re- 
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mission at least temporarily in many patients with 
acute glomerulonephritis. Infectious hepatitis may 
induce remissions in acute glomerulonephritis by 
similarly binding complement. 


Infection Due to Chromobacteria 


CHROMOBACTERIA are nonsporulating aerobic ba- 
cilli, usually motile and usually Gram-negative, 
producing yellow, red, or violet pigment. These 
bacteria are ordinarily saprophytic and are common- 
ly found in water, soil, and sewage. They grow 
abundantly on ordinary mediums, and their strik- 
ing feature is the pigment production which occurs 
only in the presence of oxygen. Although chromo- 
bacteria have been considered nonpathogenic in 
man, isolated reports describe the potential patho- 
genic nature of these organisms. Wheat, Zucker- 
man, and Rantz report eleven cases of infection by 
these organisms (Arch. Int. Med., 88:461, 1951). 

In all the cases described, the organism was first 
recovered after some type of urinary tract manipu- 
lation such as catheterization, cystoscopy, and 
genitourinary surgical treatment. In all patients the 
organism was present in the urine, and in two cases 
was recovered from the blood. There was relatively 
little generalized toxicity even in one of the pa- 
tients in whom endocarditis was present. Sensi- 
tivity studies demonstrated marked resistance on 
the part of the chromobacteria to polymyxin, terra- 
mycin, chloramphenicol, streptomycin, and _peni- 
cillin. Only moderate sensitivity to sulfonamides 
was demonstrated. Various combinations of these 
agents were also tried, and all proved ineffective in 
combating the infection due to these organisms. 

In addition to the instrumentation of the urinary 
tract, a contributing factor was the use of multiple 
antibiotics which eliminated all the usual organisms 
that are responsible for infection of the genito- 
urinary organs, and permitted the ready implanta- 
tion of the highly resistant chromobacterium. 


Folic Acid Antagonists in Acute Leukemia 


Tue results of treatment of seventy cases of acute 
leukemia with various folic acid antagonists have 
been reported by Wilson (Blood, 6:1002, 1951). 
Five of the patients died before adequate data could 
be obtained. Thirty of the remaining sixty-five pa- 
tients had some clinical or hematologic evidence of 
improvement. Generally speaking, the effective 
dosage of aminopterin (one of the folic acid antag- 
onists employed) was 0.5 to 1.0 mg. a day. A good 
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clinical response was marked by disappearance of 
lymphadenopathy, splenomegaly, and hepatomeg- 
aly, and was likely to be seen between the second 
and fifth weeks of treatment. 

Evidence of clinical improvement usually pre- 
ceded the hematologic response. In most instances 
an increase in blood platelets was the first improve- 
ment in the blood picture, and occurred at about 
the third week. Later the polymorphonuclear leuko- 
cytes and erythrocytes began to respond. Even 
when remissions were quite good, as was true in 
eleven of the cases, they were only temporary, 
ranging from 29 to 490 days. Toxic reactions to the 
therapy were common and sometimes were quite 
severe. One of the earliest toxic signs was redden- 
ing of the tip of the tongue. When the dosage of 
the folic acid antagonist was carefully adjusted at 
this stage, usually no further difficulty was en- 
countered. However, in some cases ulceration of 
the mucous membranes of the oral cavity, develop- 
ment of a smooth tongue, diarrhea, thrombocyto- 
penia, marrow aplasia, or alopecia appeared and 
necessitated discontinuance of the therapy. 


Treatment of Retinal Artery Occlusion 


Avruoucu the effect of stellate ganglion block on 
the cerebral circulation is uncertain, and its use in 
the management of cerebral vascular occlusion 
therefore controversial, the procedure is known to 
produce dilatation of the retinal vessels. Coston em- 
phasizes, therefore, that stellate ganglion block has 
a logical place in the early management of occlu- 
sion of the central retinal artery (Am. J. Ophth., 
34:1289, 1951). 


Procaine Amide in Arrhythmias 


ProcainE amide (Pronestyl) was used by Berry 
and associates in the treatment of ninety-eight 
episodes of arrhythmias in seventy-eight patients 
(Am. ]. Med., 11:431, 1951). In eight of eleven 
patients with ventricular tachycardia, the drug ef- 
fectively converted the arrhythmia to normal sinus 
rhythm. In thirty of thirty-five episodes of multiple 
ventricular premature contractions, procaine amide 
abolished this arrhythmia. The drug was also ef- 
fective in the treatment of paroxysmal auricular 
and nodal tachycardias. However, the agent was 
almost uniformly ineffective for auricular flutter 
and chronic auricular fibrillation. 

As a general rule, toxic effects from procaine 
amide were more striking after intravenous admin- 
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istration than when the drug was given by mouth. 
Fall in blood pressure was the most significant un- 
toward manifestation. By decreasing the rate of 
intravenous administration and by having the pa- 
tient lie flat during the injection and for a time 
afterward, the hypotensive influence was dimin- 
ished. Psychosis, nausea and vomiting, and urticaria 
were occasionally seen. The authors preferred to 
give procaine amide by mouth because of the rarity 
of serious side effects with this route. 


Polyethylene Gastric Tube Feeding 


Two recent communications attest to the merits of 
polyethylene plastic tubing for the purpose of naso- 
gastric feeding of infants and young children. 
Royce and his co-workers report on the use of an 
indwelling polyethylene nasogastric tube for feed- 
ing thirty small premature infants for periods vary- 
ing from seven to forty-nine days (Pediatrics, 8:79, 
1951). They found the method to be superior to 
dropper feeding or gavage, because it permitted an 
increase in the frequency of feedings without tiring 
the infant and without provoking esophageal irri- 
tation. 

Andrews and Traisman used polyethylene tubing 
for similar purposes of feeding or for Wangensteen 
suction in a group of twenty-four infants afflicted 
with a variety of medical and surgical conditions 
(J. Pediat., 39:197, 1951). They too found that the 
plastic tubing has a decided advantage over gavage 
feeding in that the plastic tube can be left in place 
for prolonged periods of time and is atraumatic to 
the upper respiratory passages and esophagus. 


Pregnancy and Endometriosis 


AN IMPROVEMENT in fertility of patients treated 
with conservative surgery for endometriosis has 
been noted by Haas (Surg., Gynec. & Obst., 93: 
459, 1951). Fourteen of his thirty-five married pa- 
tients conceived, giving a postoperative fertility 
rate of 40 per cent. This was in contrast to a pre- 
operative fertility rate of 8.6 per cent for the same 
group. 

Although the reasons for this improvement are 
not altogether known, it has been suggested that 
relief of dyspareunia may be an important factor. 
It is also mentioned that many of these patients had 
practiced contraception for years prior to operation, 
perhaps explaining both the endometriosis and the 
infertility, and were ready to try to have a family 
after the operation. 


Postoperative Salt Retention 


Ir 1s known that the administration of saline infus- 
ions to postoperative patients is likely to be followed 
by retention of sodium, chloride, and water in the 
body. 

Winfield, Fox, and Mersheimer have investi- 
gated the reasons for this difference in response to 
saline infusions of the postoperative patient (Ann. 
Surg., 134:626, 1951). They found that large 
amounts of potassium are excreted in the urine 
during the first forty hours after an operation. 
Most of the potassium lost came from traumatized 
muscle at the site of the surgery, and the loss tended 
to parallel the degree and extent of trauma. In 
addition to losing potassium, the traumatized 
muscle showed a strong tendency to acquire sodium, 
chloride, and water. It was believed, therefore, that 
much of the postoperative retention of salt and 
water was a consequence of deposition of these 
substances in traumatized muscles. 

The investigators recommend the postoperative 
administration of a solution similar in electrolyte 
composition to plasma but having higher concen- 
trations of potassium and bicarbonate precursors. 
The use of this solution afforded a much more nor- 
mal postoperative water balance. 


Syphilis of the Liver 


A REviEw of seventy-nine cases of tertiary syphilis 
of the liver has been reported recently by Shapiro 
and Weiner (Am. J. Med. Sc., 222:494, 1951). The 
authors point out that the visceral manifestations 
of late syphilis have become rare, and their diagnosis 
tends, therefore, to be neglected. 

The development of gummas of the liver pro- 
duces scarring which may or may not lead to clini- 
cal symptoms. When the lesions are concentrated 
at the hilum, obstruction of the portal vein develops, 
with consequent portal hypertension. As might be 
expected, the latter was clinically evident from the 
discovery of esophageal varices (with rupture in 
the majority), ascites, or splenomegaly. Slight 
jaundice was present in less than one-fifth of the 
cases. A positive serologic test for syphilis or a 
history of treatment for the disease were findings 
of obvious diagnostic importance. In differential 
diagnosis of this cause for portal hypertension from 
the more common portal cirrhosis, certain negative 
findings are important, particularly the absence of 
hepatomegaly and the absence of vascular spiders 
in cases of hepar lobatum. 
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The manner in which the authors have analyzed 
the incidence of symptoms in their seventy-nine 
cases makes it impossible for one to decide how 
often a clinical diagnosis might have been made, 
but the impression is obtained that it would have 
been possible in only a minority. 


B,, for Diabetic Neuropathy 


Tue effect of parenteral administration of vitamin 
B,, upon neurologic manifestations associated with 
diabetes mellitus has been studied in twelve patients 
by Sancetta, Ayres, and Scott (Ann. Int. Med., 
35:1028, 1951). The authors agree with other in- 
vestigators of the problem that diabetic neuropathy 
may be an expression of a primary metabolic dis- 
turbance peculiar to the disease, or the result of 
arteriosclerotic changes in the vasa nervorum, or a 
combination of both factors. The trial of vitamin B,, 
seemed to be justified empirically by (1) the know- 
ledge that this substance has a potent effect upon 
the similar neurologic dysfunction of pernicious 
anemia, and (2) the fact that therapy with other 
members of the vitamin-B complex leaves much to 
be desired in cases of diabetic neuropathy. 

Generally speaking, the parenteral administra- 
tion of vitamin B,, was remarkably effective in alle- 
viating the manifestations of neurologic dysfunc- 
tion. On the basis of their experience to date, the 
authors suggest a flexible dosage schedule of 15 to 
30 micrograms daily the first seven to fourteen days, 
followed by a maintenance dosage of 15 to 30 
micrograms once or twice a week. They warn that 
the treatment cannot be expected to influence that 
component of the neurologic disorder which results 
from arteriosclerosis of the vasa nervorum. 


Peripheral Arterial Embolism 


Tue problem of systemic arterial embolism in rheu- 
matic heart disease has recently been reinvestigated 
by Daley and co-workers (Am. Heart J., 42:566, 
1951). The study was based on the records of 194 
patients, including the autopsy findings in thirty- 
nine patients, and excluding cases of bacterial 
endocarditis. This complication of rheumatic heart 
disease was considerably more common in women 
than in men and the maximum incidence was in 
the fifth decade. All of the patients had mitral 
valve disease (usually mitral stenosis) or auricular 
fibrillation or both. 

Altogether, 393 emboli were recorded in the 194 
patients. The commonest sites for lodgments of 
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emboli were in the cerebral circulation, which was 
involved in almost half the episodes. Cerebral 
embolism carried a high mortality (49 per cent) and 
was likely to be followed by severe crippling resid- 
uals in those patients who survived. A thrombus 
restricted to the atrial appendage was discovered in 
only ten of the thirty-nine autopsies. This finding 
detracts from the proposal recently made by some 
authorities that recurrence of systemic arterial 
embolism, in cases of rheumatic heart disease, may 
be preventable by amputation of the atrial append- 
age. 


Postoperative Pulmonary Atelectasis 


IN THE opinion of Baker, Roettig, and Curtis, con- 
trol of bronchial secretions is the key to the preven- 
tion of postoperative pulmonary atelectasis (Ann. 
Surg., 134:641, 1951). The authors call attention 
to the fact that this complication is a consequence 
of obstruction of many small bronchi by secretions 
having a high viscosity. Many factors during the 
postoperative period favor the development of secre- 
tions of this quality. Logically, the prevention of 
postoperative bronchial occlusion should result 
from the insurance of an adequate flow of bronchial 
secretions of low viscosity. The authors have found 
that this can be accomplished by the administra- 
tion of adequate amounts of iodides. 

In eleven patients who had developed postoper- 
ative atelectasis, they administered 1 to 2 Gm. of 
sodium iodide intravenously twice a day up to three 
or four days after the onset of atelectasis. Under 
this management ten of the group cleared the ate- 
lectasis within twenty-four hours, and the remain- 
ing patient cleared within forty-eight hours, without 
needing bronchoscopic aspiration. For the preven- 
tion of postoperative atelectasis, the authors outline 
a regimen which includes routine administration 
of 1 Gm. of sodium iodide intravenously twice a 
day for three or four days postoperatively. 


Hematologic Effects of ACTH and Cortisone 


Tue myelostimulatory effect of ACTH and Corti- 
sone has been confirmed by Finch and his co- 
workers from a study of the hematologic changes in 
patients with rheumatoid arthritis under treatment 
by these drugs (Blood, 6:1034, 1951). Thus, in 
cases in which clinical response to ACTH or Cor- 
tisone was good, reticulocytosis, polymorphonuclear 
leukocytosis, and an increase in the erythrocyte 


count were observed. At the same time, bone mar- 
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row studies, which had revealed moderate depres- 
sion of the erythroid series before treatment, showed 
a restoration of erythroid elements to normal at the 
end of therapy. The authors believe that the im- 
provement in the anemia associated with rheuma- 
toid arthritis in response to ACTH or Cortisone 
therapy is probably due to control of the underlying 
disease rather than a primary stimulation of the 
bone marrow. 


Stellate Block for Shoulder Pain 


STELLATE ganglion block with 1 or 2 per cent pro- 
caine solution is a valuable method for the treat- 
ment of subdeltoid bursitis, according to Gordon 
(J. Internat. Coll. Surg., 16:185, 1951). 

In cases of acute subdeltoid bursitis, relief of pain 
by the first injection often was dramatic, and al- 
most 90 per cent of the thirty-six cases of this type 
were completely well within seven days. In cases 
of chronic subdeltoid bursitis with adhesive cap- 
sulitis, the results were also favorable and encourag- 
ing although less dramatic than in the acute type. 
Gordon believes that the therapy works by blocking 
a reflex arc which is permitting continued vaso- 
spasm. He outlines one technique for injection of 
the stellate ganglion area and emphasizes that, al- 
though the method is simple, it has potential dan- 
gers. 


Effects of Desiccated Thyroid 


Tue effect of prolonged administration of desiccated 
thyroid to euthyroid patients has been reported by 
Johnston, Squires, and Farquharson (Ann. Int. 
Med., 35:1008, 1951). The authors confirmed that 
such patients, in contrast with those having myxe- 
dema, can tolerate large doses of desiccated thyroid 
without developing objectionable toxic symptoms. 
They found also, that there was a good deal of in- 
dividual variation in tolerance for the drug and in 
its effect on the basal metabolic rate. Two pieces of 
evidence indicated that prolonged administration 
of desiccated thyroid depresses normal function of 
the gland. First, during the period that the drug 
was being given, the radioactive iodine uptake by 
the gland was curtailed. Second, when desiccated 
thyroid was stopped, the basal metabolic rate 
tended to fall below levels which had been ob- 
tained before treatment was started. Such depres- 
sion of thyroid function was temporary and gradu- 
ally disappeared after the desiccated thyroid was 
stopped. 


Rebound After ACTH Therapy 


Ziecra and Kuttner have studied the commonly 
observed rebound phenomenon which follows with- 
drawal of ACTH or Cortisone therapy in rheu- 
matic patients (Am. J. Med. Sc., 222:516, 1951). 
For this purpose they observed the course of six- 
teen children with active rheumatic fever, and cen- 
tered their attention on the reappearance of abnor- 
mal laboratory findings, particularly the erythro- 
cyte sedimentation rate and the blood content of 
C-reactive protein (an abnormal protein found in 
increased amounts during periods of rheumatic ac- 
tivity). 

The authors found that even when ACTH or 
Cortisone therapy was withdrawn gradually, ab- 
normal laboratory findings frequently reappeared. 
In most instances. these abnormal findings sub- 
sided spontaneously within two to three weeks 
without further treatment. The practical importance 
of this report: It is not advisable to resume treat- 
ment until sufficient time has elapsed to determine 
whether or not the abnormal laboratory findings 
will disappear spontaneously. 


Effect of Banthine on Pancreas 


As A result of his experiments with dogs, Thistle- 
thwaite reports that the administration of Banthine 
reduces the volume and amylase content of pan- 
creatic secretion by about 20 per cent (Surg., 
Gynec. & Obst., 93:616, 1951). The study lends 
support, therefore, to the idea that this drug may 
be useful as a part of the regimen for placing the 
pancreas at rest, in the treatment of acute pan- 
creatitis. 


Desmoid Tumors 


WHEN confronted with a firm mass in the muscles 
of the abdominal wall, the most likely diagnosis to 
be considered is a desmoid tumor, according to 
Karshmer and Barbano (Surgery, 30:869, 1951). 
Uncommon in men, 87 per cent of these lesions 
occur in women; and of these, 95 per cent have 
borne children. Desmoids are usually found in the 
rectus muscles, but may involve several or even all 
of the abdominal muscles. Differentiation from fi- 
bromas is aided by the fact that they are more 
deeply seated; always invade, compress, and destroy 
muscles; and although rarely malignant, tend to 
recur, especially following limited surgical excision. 

Aspiration biopsy is of little value in diagnosing 
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a desmoid tumor, because of its dense fibrous na- 
ture, but it can help to rule out such malignant 
tumors as lymphosarcoma, liposarcoma, and meta- 
static carcinoma. The authors recommend wide rad- 
ical excision, which occasionally presents some 
difficulties in wound closure. Radiation therapy has 
been used with success in so-called inoperable cases 
or for extensive recurrences. 


Hepatic Artery Ligation 


Durinc recent years, the problem of intractable 
cirrhosis of the liver with complicating portal hyper- 
tension has been attacked surgically by portacaval 
and splenorenal shunts. These operations are time- 
consuming and exacting and are shocking to many 
seriously ill patients. 

Berman and his associates have successfully per- 
formed the similar operation of ligation of the 
hepatic and splenic arteries, with alleviation of 
ascites and esophageal hemorrhages (Arch. Surg., 
63:623, 1951). Adequate collateral circulation to 
the liver is provided through the left and right gas- 
tric arteries back into the hepatic artery; but the 
intrahepatic pressure is lowered, and thus portal 
hypertension is decreased. Penicillin and strepto- 
mycin are administered pre- and postoperatively. 
The authors suggest that better results may be ex- 
pected by dividing the arteries instead of simply 


ligating them, so that recanalization cannot occur. 


Hemorrhage from the Gallbladder 


AttHoucu perforation of the gallbladder is rare, 
it may occur, producing a fistulous connection with 
another hollow viscus, and abscess, or free rupture 
into the peritoneal cavity. Occasionally free per- 
forations are accompanied by hemorrhage which is 
so severe that it will be fatal unless early operation 
is performed. Fitts and his associates have reported 
two such cases (Arch. Surg., 63:702, 1951). 
Symptoms of epigastric pain with radiation to 
the shoulder were typical of acute gallbladder dis- 
ease, but the physical examinations were unusual. 
There were pallor, perspiration, dehydration, and 
distention; and the pain extended throughout the 
abdomen. The leukocyte count in one case was 
27,000. At operation a large amount of clotted 
blood was encountered, issuing from a gangrenous 
ruptured gallbladder. The authors drained the 
gallbladder in both of these cases, with successful 
results. The condition should be suspected in elder- 
ly hypertensives with acute abdominal pain. 
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Mortality in Myocardial Infarction 


Tue precise mortality rate from attacks of acute 
myocardial infarction has not yet been determined, 
according to Baer, Heine, and Krasnoff (Am. 
Med. Sc., 222:500, 1951). For the period 1934 to 
1950, they found that there was an average mor- 
tality rate of 34 per cent at Jewish Hospital, Phil- 
adelphia. Because they believed that this mortality 
rate was inordinately high for all patients with 
acute myocardial infarction, they compared the out- 
come of the disease in 182 private patients with 
that in the 1,220 hospitalized cases already studied. 
The result was a mortality rate of 8.5 per cent in 
the private patients, most of whom were never hos- 
pitalized. 

It was obvious from this study that the inclusion 
of milder but nevertheless definite cases of acute 
myocardial infarction would appreciably lower the 
present accepted mortality rates. 


Diagnosis of Pheochromocytoma 


Tue pharmacologic basis of various tests used in 
the diagnosis of pheochromocytoma is reported by 
Entwisle, Stone, and Loew (Am. J]. Med., 11:461, 
1951). The agents used in cases of suspected pheo- 
chromocytoma are divided into two groups. 
Those in the first group are substances which 
produce a typical attack. Agents of this type are 
useful in the paroxysmal form of the disease. They 
include histamine, tetraethylammonium bromide 
CTEA), and Mecholyl. Histamine and TEA prob- 
ably induce attacks by directly stimulating the 
adrenal medulla. The mechanism of action of 
Mecholyl in causing elevations of blood pressure 
in patients with pheochromocytoma is not clear. 
Its effect may be due to direct stimulation of the 
chromaffin tumor, or to reflex stimulation of the 
tumor due to a preliminary fall in the blood pres- 
sure produced by this drug, or to both effects. 
Drugs which block effects of epinephrine or nor- 
epinephrine, released spontaneously or following 
some test procedure, constitute the second group of 
diagnostic agents. These adrenergic blocking agents 
are best suited to cases showing persistent hyper- 
tension. Dibenamine and benzodioxane derivatives 
are examples. Benzodioxane is not an ideal drug 
for screening hypertensive patients to rule out 
pheochromocytoma because of the marked pressor 
responses which can occur in certain patients with 
essential hypertension following the use of this 
drug. 
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Mason reports two patients with proved pheo- 
chromocytoma who had false-negative benzodiox- 
ane tests (Am. J. Med., 11:524, 1951). The author 
was able to demonstrate that intravenously injected 
benzodioxane could block the pressor response to a 
subsequent histamine injection in a patient with 
pheochromocytoma. 


Revitalizing Tissues by Sex Hormones 


Kountz has reported on the revitalizing effect of 
estrogens and androgens administered in a long- 
term experiment to sixty women who were from 60 
to 95 years old (Ann. Int. Med., 35:1055, 1951). 
Estradiol benzoate was given as a basic medication 
in doses of 1 mg. twice a week, and progesterone or 
testosterone was given in doses of 5 mg. daily for 
different lengths of time. 

Restoration of tissues to a more youthful appear- 
ance, often quite normal, was observed in the vag- 
inal mucosa, the endometrium, the blood vessels 
of the uterus, the breasts, the skin, and the mucous 
membrane of the nose. In addition, important psy- 
chologic changes were noted in the treated sub- 
jects. There was a trend toward better perform- 
ance on intelligence tests, an improvement in mem- 
ory function, and there was less tendency for them 
to be “set in their ways.” The hormones also ex- 
hibited a definite protein-sparing action, and Kountz 
believes that their primary action is a direct effect 
upon nutrition of the body. 


Dramamine for Streptomycin Toxicity 


Trrcue and Nady were able to prevent dizziness 
due to streptomycin toxicity by administering 150 
mg. of Dramamine daily (Dis. of Chest, 20:324, 
1951). Tests of vestibular function showed no al- 
teration from the pretreatment studies. 


Acute Pancreatitis 


Attruoucu the blood amylase and lipase tests have 
proven of great value in the differential diagnosis 
between acute pancreatitis and other abdominal 
emergencies, the principles of treatment still are 
not clearly defined. Sullens and Lichtenstein feel 
that there are three requirements of adequate 
therapy: (1) decrease of the activities of the pan- 
creas; (2) correction of changes brought about by 
vomiting and loss of food and fluids; and (3) pre- 
vention or correction of severe ileus with its accu- 


mulation of gas CAnn. Surg., 134:853, 1951). 


They suggest papaverine, atropine, and sedatives 
to decrease pancreatic activity. Whole blood and 
plasma, 5 per cent dextrose solution, and 0.45 per 
cent sodium chloride solution are useful to main- 
tain a daily urinary output of about 1,000 cc., with- 
out the overadministration of salt. Potassium chlo- 
ride is indicated when there has been excessive 
electrolyte loss through vomiting or diarrhea, but 
the authors warn that hypocalcemia may also be 
present, and the administration of too much potas- 
sium may precipitate tetany unless the calcium 
deficiency is also corrected. They recommend anti- 
biotics, but except in the rare instance in which a 
differential diagnosis cannot be made without it, 
they reserve surgery to treat complications. 


Coronary Sclerosis 


In a patient having coronary arteriosclerosis and 
any disease which causes pulmonary hypertension, 
the appearance of a factor which further increases 
blood pressure in the pulmonary circuit (pneu- 
monia, pulmonary embolism, etc.) usually leads to 
congestive heart failure or a marked increase in an- 
gina pectoris, even to the onset of myocardial in- 
farction (Drake, E. H.: Ann. Int. Med., 35:600, 
1951). 


Vagotomy for Biliary Dyskinesia 


Coxicky pain, occurring periodically in the region 
of the biliary system, and indistinguishable from 
biliary colic due to a calculus, occasionally con- 
tinues after removal of the gallbladder. Although 
organic disease of the duodenum or pancreas, or a 
stone in the stump of the cystic duct may be the 
cause, in some individuals no pathology may be 
found. On the theory that spasm of the sphincter 
of Oddi may be responsible for such symptoms, 
Crile and Miller have attacked the problem by per- 
forming unilateral or bilateral vagotomy in nine 
patients (Arch. Surg., 63:687, 1951). 

The right vagus nerve supplies parasympathetic 
control for the sphincter of Oddi, and therefore 
right vagotomy alone might be expected to relieve 
the symptoms without producing the gastric re- 
tention which sometimes follows the bilateral op- 
eration. However, of four patients subjected to 
right vagotomy alone, only one was relieved of 
pain; while of five patients treated by bilateral 
vagotomy, three had successful results. The authors 
stress the importance of ruling out somatic pain 
before resorting to resection of the vagus nerves. 


GP ©@ Volume V, Number 3 


| 


Therapy to Renew Menses 


Q. Is there any specific therapy to produce renewal of menses 
in a young woman, aged 26, who was delivered of a normal 
baby over a year ago? The amenorrhea is secondary to anorexia 
nervosa, with associated loss of weight. It has persisted for sev- 
eral years prior to the birth of the baby, and for more than a 
year since. The baby was bottle fed. Several complete examina- 
tions by gynecologists and internists reveal no organic disorder. 
The patient is anxious for the return of her menses because she 
feels she is abnormal in their absence. 


A. If this patient actually has an anorexia 
nervosa, with associated loss of weight and pre- 
sumably the gastrointestinal symptoms associated 
with that syndrome, it would be wrong to employ 
any hormonal therapy directed at the amenorrhea. 
The latter is quite surely secondary to the consti- 
tutional depravity, and correction of the latter 
should be followed by re-establishment of the men- 
strual function. The amenorrhea in itself is en- 
tirely harmless and certainly it does not make the 
patient abnormal. The docto: shoul | be able to re- 
assure her on these points if she has any intelli- 
gence at all, and he should not al!ow himself to 
resort to irrational therapy because of the patient's 
own wrong beliefs. 


Therapeutic Value of Vaginal Tampon 


Q. Of what therapeutic value is the commonly used vaginal 
tampon, usually soaked in glycerine, ichthyol, or some noxious 
agents? 


A. The fact that the employment of such tam- 
pons has become virtually obsolete is pretty good 


evidence that they probably have very little thera- 


peutic efficacy. In a former generation the use of 
“depletive” tampons, the base of which was usually 
glycerin, was common among gynecologists in the 
treatment of various pelvic inflammatory conditions, 
especially chronic cervicitis. For the latter co.adition 
they have been superseded by more effective pro- 
cedures, such as electrocauterization and coniza- 
tion. Since the query refers to “noxious” agents, 
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the above answer does not apply to the use of 
tampons embodying antibiotics, sulfa drugs, and 
trichomacides, some of which are of value in the 
treatment of certain vaginal infections and para- 
sitic infestations. 


Treatment of Deltoid Bursitis 


Q. What is the latest therapy for deltoid bursitis? X-rays show 
no calcification; aspiration producer no fluid. The patient's 
shoulder was injured in a fall. 

A. The therapy for deltoid bursitis depends 
upon whether or not the condition is acute or 
chronic, as well as a determinatiun of the presence 
or absence of calcification. Lesions of the cervical 
spine, including arthritis, tendinitis, myositis, inter- 
vertebral disk displacements, etc., will produce 
symptoms at times which are quite similar to if not 
identical with those of subdeltoid bursitis. If the 
pain in the region of the shoulder is acute, has 
come on soon after a definitely known injury, and 
is localized to the region of the bursa so that there 
is tenderness and perhaps swelling with limitation 
of movements of the shoulder, and a diagnosis of 
subdeltoid bursitis can be made, the program of 
treatment which has proved quite successful is as 
follows: 

1. Injection of 1 per cent procaine solution into 
the skin, the subcutaneous tissues, and into the 
region of the bursa, with multiple perforations of 
the tissues where the bursa is presumed to lie; 

2. Immediately following this injection, x-ray 
therapy,of 150 roentgen units directed at the loca- 
tion of the bursal tenderness, with the x-ray care- 
fully filtered to protect the skin from any injury; 
and this x-ray therapy repeated every other day 
until a total of 600 roentgen units have been ad- 
ministered. Heat—preferably infrared because the 
use of diathermy immediately after x-ray therapy 
is considered to be conducive to the production of 
a burn of the tissues—light massage, and both 
active and passive motion to prevent adhesions 


should be given each day. This program of treat- 
ment of the early or acute subdeltoid bursitis has 
been successful in producing a complete recovery 
in a relatively short period of time in most of the 
cases so treated. 


Lumbar Puncture in Cerebral Accidents 


Q. Should lumbar punctures be done on all cases of cerebro- 
vascular accidents? If not, what are the indications and contra- 
indications for lumbar punctures? 


A. In cases of cerebral vascular accidents, lum- 
bar puncture is useful for delineating between 
cerebral thrombosis and cerebral hemorrhage. In 
approximately 80 per cent of the cases of cerebral 
thrombosis, the spinal fluid is normal in pressure, 
cell count, and protein. In approximately 80 per 
cent of cases of cerebral hemorrhage, there is an 
increase of pressure with blood in the spinal fluid, 
elevation of total protein. 

Another value of lumbar puncture is to de- 
termine those cases of cerebral vascular accidents 
which are the result of vascular neurosyphilis. ‘The 
indications, therefore, are the evaluation of the 
exact diagnosis and to some extent the etiology of 
cases of cerebral vascular accidents. Lumbar punc- 
ture is contraindicated in cerebral vascular acci- 
dents when there is evidence, such as papilledema, 
of marked increased intracranial pressure. In any 
event, in the cases of cerebral vascular accidents 
lumbar puncture should be performed with a small 
needle—20 or 22 gauge. The Queckenstedt’s test 
should by no means be attempted, since it may 
only precipitate herniation of the brain. Only 
enough fluid to determine the cell count, protein, 


and serology should be removed slowly. 


Cause of Telangiectases 


Q. What is the cause of telangiectases, so commonly seen on the 
legs of middle-aged women? Is there a satisfactory treatment? 


A. A rather careful follow-up of patients who 
were actively engaged in business, age 40 and 
above, showed that approximately 60 per cent of 
women who had not had children, and 75 per cent 
of those who had had children, had enlarged veins 
on their legs which could be considered patho- 
logic. These veins vary from very large ones with 
incompetent valves to small dilatations of the 
venules (so-called telangiectases). Since the inci- 
dence is so high, the question naturally arises 
whether such changes are pathologic or whether 
they are due to aging, like grey hair or decayed 


teeth. These blemishes, however, are unsightly 
and do cause the patient considerable discomfort. 

They are undoubtedly due to failure of the valv- 
ular system with or without dilatation of the vein 
walls. Their development is not at all unnatural 
since the blood in these vessels has to rise against 
gravity in limbs which are often becoming obese, 
and which are not used as actively as nature ex- 
pected and in a species which has assumed an up- 
right position. 

As to treatment—if these veins are of the “spider 
web” or “sun-burst” type, they can be treated by 
local sclerosing. In treating such veins, the doctor 
should obtain a new 28- or 29-gauge needle with 
a short bevel. The vessels should be sclerosed with 
a solution which is not too irritating in the dilution 
used. A solution of 1:1000 bichloride of mercury 
(total dosage of ¥% to 1 cc.) makes an excellent 
sclerosing agent. 

Where the telangiectases are larger, and are due 
to incompetent valves, the defective vein should 
be resected. Since the greater or the lesser saphe- 
nous system is usually involved, resection would 
be performed at the saphenofemoral junction, or at 
the lesser saphenous-popliteal junction. The veins, 
then, should also be resected locally at each incom- 
petent point. Many surgeons believe that a strip- 
ping type of procedure, using an intraluminal 
(Babcock type) stripper, between the incompetent 
points gives the best results. Although some scars 
may remain from such a procedure, these will not 
be so unsightly as the telangiectases. 

It must be kept in mind, that certain telangiec- 
tases in middle age are due to small arterial con- 
nections which have broken open into the veins. 
The reason for this is, that during fetal life, ar- 
teries and veins both carry arterial or venous blood. 
The connections between the two usually close 
just before birth, but in some cases the closures 
are insecure. Due to stress and strain, trauma, or 
the breaking down of physical reserve, these con- 
nections may reopen. These can be diagnosed best 
by noting an increase of heat at the area, an oxygen 
content of the blood in them compatible with 
arterial blood, and rapid recurrence after resection. 


Treatment of Erythema Nodosum 


Q. What is the latest thought as to the etiology of erythema 
nodosum? What is the accepted treatment? 


A. Erythema nodosum is considered by some 
leading authorities to be a hypersensitivity phenom- 
enon. The antigen in this mechanism is unknown. 
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The accepted treatment includes careful survey 
for foci of infection and treatment directed toward 
the removal or control of this infection; a high 
protein intake, vitamin supplements, and a gen- 
eral medical regimen which should include ade- 
quate rest, a liberal use of salicylates. Antihista- 
minics have no effect on this kind of hypersensi- 


tivity reaction. 


lsopropy! Alcohol As Skin Antiseptic 


Q. Is isopropyl alcohol, 70 per cent by volume, as efficient as 
ethyl alcohol for routine use as an ordinary skin antiseptic, e.g., 
for use on the skin prior to injection? 


A. Isopropyl alcohol, 70 per cent by volume, is 
just as efficient as ethyl alcohol for ordinary use as 
a skin antiseptic. It is not irritating to the skin any 
more than ethyl alcohol. Also, it is cheaper. Neither 
isopropyl nor ethyl alcohol is sporicidal. Isopropyl 
alcohol combines with protein and should not be 
used in cleansing needles and syring?s unless all 
the material has been carefully washed out. 


Treatment for Multiple Abscesses 


Q. Given an autogenous vaccine containing 1,000 million or- 
ganisms per cc., how would you dilute this, and what dosage 
schedule would you suggest for a seven-year-old child suffering 
from multiple abscesses, chronic and intermittent? 


A. This question is based on the assumption 
that autogenous vaccines are of definite value in 
the treatment of chronic abscesses. There is little 
or nothing to support the assumption, and use of 
such vaccines is not to be recommended as there 
are logical means of treating such a condition. First, 
one must determine the etiologic organism produc- 
ing the abscess. If it is a coagulase positive staphy- 
lococcus, which is the cause of most abscesses, then 
one should employ incision and drainage combined 
with treatment with an antibiotic to which the 
staphylococcus is sensitive. It is important to re- 
member that as many as 60 per cent of tested 
strains of staphylococci have been found resistant 
to penicillin, but most strains of staphylococci are 
susceptible to aureomycin and terramycin. 

Proper discussion of this question is not possible, 
however, unless one knows where the abscesses are 
located and what etiologic organism has been iso- 
lated, if any. The cause of chronic abscesses may 
be due to a variety of agents ranging from pyogenic 
bacteria and tubercle baccilli to blastomyces and 
the virus of lymphogranuloma venereum. The 
treatment of each of these differs in specific details. 
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Therapy for Acute “id” Reaction 


Q. Please outline therapy for an acute “id” reaction of the 
hands and arms, spreading to the body. Onychomycosis is seem- 
ingly the causative factor. Some of the eczematous reactions fol- 
lowing the original outbreak are difficult to control and keep 


the patient from gainful occupation for considerable lengths of 
time. 


A. The inquirer does not give enough informa- 
tion to enable me to express more than a generaliza- 
tion in regard to the problem of mycotic infection, 
id reactions, and the secondary eczematizations that 
may follow such infections. The question is fur- 
ther confusing because of the suggestion that ony- 
chomycosis is a causative factor, and no comment 
is made as to whether fungi were demonstrated in 
the scrapings from the nails or the scrapings from 
the hands or arms. Id reactions to onychomycosis 
are uncommon. The most frequent source of such 
a reaction is fungus infection of the feet. If scrap- 
ings and cultures from the hands do not demon- 
strate fungi, it would seem advisable to treat the 
patient as having an eczema. No doubt this would 
be best done by the use of weak aluminum sub- 
acetate wet dressings (0.5 per cent). 

It is well to bear in mind that the eczemas that 
follow fungus infections are clinically indistinguish- 
able from any other type of eczema of the hand 


but are best treated by overlooking the part the 
fungus plays and treating the problem as one of 
sensitization rather than infection. 


Sensitivity to Metals 


Q. How do you treat a woman who has had her ears pierced 
for earrings but is unable to wear them because of an apparent 
sensitivity to metals? This patient cannot wear an earring, wrist 
watch, or even a safety pin next to her skin. 


A. Metal sensitivity is very difficult to combat. 
Hyposensitization is practically impossible. The 
only satisfactory approach to the problem is pro- 
tection of the skin from the offending metals. 
This may be done in several ways. The back of 
the wrist watch may be covered with a piece of 
chamois, safety pins and other metal parts may be 
enclosed in satin ribbons, the inside of rings and 
other jewelry may be coated with colorless nail 
polish. (One should patch-test the patient with the 
nail polish to be sure that sensitivity to this material 
does not exist.) The earrings present a very difficult 
problem. The only possibility is the use of plastic 
ones that clamp onto the ears. After all, one can live 
without earrings. 
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Pollen Extract Shots for Hay Fever 


Q. A 16-year-old girl had a diagnosis of hay fever in the fall 
of 1947. She was given pollen extract shots weekly for two 
years. In 1949 polyps were found in the nasopharynx. She 
changed physicians and was told that shots were of no value, 
that diet would cure her. Are the polyps on an allergic basis, 
and is the pollen extract of any value? 


A. This patient has been very badly informed by 
her second physician. Hay fever cannot be cured 
in two years. It requires treatment over many years. 
Diet is of importance if sensitivity to foods has been 
found in the allergic study. 

The fact that this patient has developed polyps 
is all the more reason why her injections should be 
continued. In many cases, polyps are caused by al- 
lergic sensitivity. If she has developed them, she 
has, in all probability, year-around symptoms, re- 
quiring year-around allergic treatment. By all 
means, continue the allergic management of this 
patient with pollen extract and whatever other ex- 
tracts (such as house dust, etc.) are indicated. 


Treating the Acute Alcoholic 


Q. Discuss the practical treatment of the acute alcoholic at home 
who refuses to take paraldehyde orally or by injection. 


A. This question implies an alcoholic who is noisy, 
excited, and somewhat belligerent. In this condition 
the treatment is sedation. The refusal to accept 
treatment by paraldehyde is probably based on pre- 
vious experience with that drug. By mouth paralde- 
hyde is nasty, and if nausea is imminent, the paral- 
dehyde will add to it and perhaps precipitate vom- 
iting. By injection it is painful, and in a fair per- 
centage of cases, local abscess formation will occur. 

In either case the home or apartment will be per- 
fused with a most disagreeable odor for eight to 
twenty-four hours. Except for rare occasions this 
drug should be discontinued, although some alco- 
holics seem to like it, and it is routine in many jails 
and county hospitals. 

The barbiturates are our most pleasant and ef- 
fective sedatives, and one of them should be used. 
A shorter acting barbiturate should be preferred in 
this case. If there is no nausea one can be given by 
mouth—one such as Nembutal (0.1 to 0.2 Gm.). 
If there is nausea, or if the stomach is full and 
prompt absorption is unlikely, the rectal route can 
be used. 

A Nembutal suppository (0.2 Gm.) is a conven- 
ient form, and this can then be repeated as neces- 


sary at intervals of one hour or more. For hypo- 
dermic injection sodium phenobarbital is very satis- 
factory. For an average-size adult alcoholic, a dose 
of 0.3 Gm. should be about right, and this can be 
carried in sterile ampuls either in powder or solu- 
tion, and smaller doses can be administered by 
simply discarding the unwanted amount. If you dis- 
solve it yourself, be sure to use at least two cubic 
centimeters of sterile water as this will avoid the 
occasional sterile abscess that occurs if the solution 
is too concentrated. 

If you do not want to be called back to give an- 
other hypo in a few hours, leave a couple of cap- 
sules of Nembutal (0.1 Gm.) or a couple of 0.2 
Gm. Nembutal suppositories for the family to ad- 
minister until the patient has recovered from his at- 
tack. Occasionally the intravenous route may be de- 
sired for an immediate effect, and Sodium Amytal 
has been used with satisfaction. The dose would 
vary from 0.25 to 0.5 Gm. and should be given 
very slowly. It is assumed that the physician will 
supply adequate fluid and calories by either the oral 
or the parenteral route. 


Requirements for Annual “Check Up” 


Q. What should the annual “checkup” physical examination 
consist of on an apparently healthy individual? 


A. The minimum requirements for an annual 
checkup are: (1) Complete history on the occasion 
of the first checkup, or a good interval history for 
repeat examinations; (2) complete, careful physical 
examination, including a pelvic in women and use 
of a proctoscope in all cases; (3) urine analysis, in- 
cluding specific gravity, albumin, sugar (postpran- 
dial specimen), microscopic; (4) hemoglobin deter- 
mination by Sahli or comparable technique; (5) 
hematocrit determination with or without sedimen- 
tation rate; (6) study of a stained blood smear; (7) 
serologic test for syphilis; (8) chest film; (9) nec- 
essary revision of immunization schedule. 

These minimum requirements must be enlarged 
according to the age and special indications in each 
case. At the conclusion of the checkup, there should 
be a generous period for discussion with the patient. 
Ideally this should be followed by a brief note to 
the patient, explaining his condition and reminding 
him of his next appointment. A copy of this note 
should be sent to other physicians whom the patient 
regularly consults—for example, his ophthalmolo- 
gist. In some instances, the patient's dentist might 
also receive a copy. 
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Kusiness and Economics 


PLANNING A GENERAL PRACTITIONER’S OFFICE 


Tue layout developed for the general practitioner 
is planned for the use of one physician, with a 
“staff” of a nurse and a secretary (or a combination 
of both). It provides complete facilities for his type 
of practice. The basic design shown here is par- 
ticularly adapted to the dimensions of the average 
professional office building, but can easily be modi- 
fied to variations of floor area in the available space. 

The floor plan of the office roughly divides into 
four main elements: Waiting Area; Consultation- 
Examining-Treatment Areas; Staff Work Area; and 
Circulation. Thought has been given particularly 
to convenient accessibility between areas and assur- 
ance of privacy. 

Waiting Room. The ideal waiting room meets 
two requirements: (1) a comfortable, relaxing at- 
mosphere, undisturbed by circulation of the staff 
or by sounds from the consultation or treatment 
areas; and (2) proximity to the main entrance and 
the secretary's station. Seating capacity is deter- 
mined, of course, by the available space and by the 
volume of the physician’s practice. Excessive skimp- 
ing of space allocated to this area is usually not 
conducive to good patient relations. Some provision 
should also be made, in or near the waiting room, 
for coats, hats, and umbrellas—and don’t forget a 
wall mirror for the ladies! 

Consultation, Treatment. Since office therapy by 
the general practitioner—like the internist and spe- 
cialists in glandular and nutritional diseases—is 
largely limited to comparatively simple procedures, 
the main emphasis is placed on facilities for diag- 
nostic examinations. The extent of these will vary 
with the individual practice, but few general physi- 
cians can do without a fluoroscope, B.M.R. and 
ECG equipment and at least a small routine labo- 
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THE American Surgical Trade Association, in co-operation 
with the Division of Hospital Facilities of the U. S. Public 
Health Service, has developed a series of “ideal” floor 
plans for physicians’ offices. Each one is designed to 
meet the needs of a specific type of medical practice. 
We are happy to have the opportunity to publish such of 
these plans as may be helpful to the general practitioner. 
The plan designed for general practice is presented this 
month—others will follow. 


ratory. A separate inside room assures complete 
darkness for fluoroscopy—adjacent to and communi- 
cating with the examining room, for the benefit of 
partially clothed patients. 

Note, too, that the B.M.R. room is also designed 
for such other functions as electrocardiograms, dia- 
thermy, injections, recovery and for simple examina- 
tions whenever the main examining room is occu- 
pied. The laboratory likewise can double as a util- 
ity room, with provisions for ECG developing, a 
refrigerator for vaccines, and so on. Where a toilet 
room within the suite is considered essential, the 
storage closet next to the Staff Entrance may be 
converted for that purpose. 

Work Areas. The station of the receptionist-sec- 
retary, while close to entrance and waiting room, 
is given semiprivacy by means of a glazed partition, 
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for phone conversations, discussion of financial 
matters, and bookkeeping functions. The partition 
should be provided with a sliding or open window, 
for communication with waiting patients. 

The combination laboratory-utility room, already 
referred to, is a model of compactness, yet provides 
ample facilities for the average general practice. For 
the physician who must rely upon his own staff for 
more than the most ordinary laboratory procedures, 
a larger room might be desirable or the two func- 
tions handled in separate rooms. Location of the 
sterilizer in this room, instead of the examining- 
treatment room, eliminates the frequent objection 
to steam in the latter room. 

Circulation. The planned “traffic-flow” is evi- 
dent from a glance at the floor plan. The door be- 
tween the waiting room and the intraoffice corri- 
dor eliminates the distraction of movement and 
sound for waiting patients. A patient may move 
from consultation to examination, to fluoroscopy, 
back to treatment, and if necessary to the recovery 
room easily and without embarrassment. The pa- 
tient may even depart by the staff entrance if de- 
sirable. This second entrance also permits the phy- 
sician to come and go with greater ease and may 
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be used for commercial traffic—delivering of sup- 
plies, drugs, specimens, etc. 

Storage facilities in a physician’s office may vary 
from none at all (other than desk drawers and cabi- 
nets) to entire storage rooms. This particular plan 
endeavors to strike an economic balance between 
the rental expense of so-called unproductive space 
and convenience in operation. In any particular 
office, these areas Cindicated on the plan by dotted 
shading) will be determined by the available space 
and by the individual physician’s requirements. 

Equipment. The final selection of each piece of 
equipment depends, of course, upon the practice 
and training of the individual practitioner. Stand- 
ard, movable equipment and furniture has been as- 
sumed wherever practicable. However, there are 
cases in which a settee or counter seemed to offer 
substantial advantages or better utilization of floor 
space. Small instruments were omitted for clarity. 


Readers’ inquiries regarding this floor plan or possible 
variations may be sent to the publication office of GP. We 
will gladly forward these inquiries, and any requests for the 
complete booklet: “Guide for Planning Physicians’ Offices” 
to the nearest representative of the Association—Tue Pus- 
LISHER. 
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BY MAC F. CAHAL, J.D. 


As March 15 approaches all doctors are faced with 
the perennial questions that confront the American 
taxpayer. What deductions can be taken from gross 
income and thus reduce the total tax on his net in- 
come? Which of his expenses are legitimate busi- 
ness expenses, and which are not? 

Taxpayers are encouraged to “avoid” taxes, but 
if they “evade” taxes they may wind up behind 
bars. You avoid taxes when you take full advantage 
of all the exemptions and deductions allowed by 
law. You evade taxes when you conceal income or 
deduct expenses from gross income which are not 
properly deductible. 

The Internal Revenue Code, as interpreted by 
the Tax Court and Bureau regulations specifies 
certain types of expenses that may be deducted as 
part of the cost of doing business. It is important 
to remember that no special rules apply to doctors; 
they are in exactly the same position as any other 
taxpaying professional or business man. 


Evidence Required 


One question which has plagued doctors is that 
of entertainment expenses. Needless confusion has 
been caused by rumors and statements by persons 
not fully informed on the complexities of tax law. 

Can physicians deduct costs incurred for entertain- 
ment of medical colleagues and patients in figuring 
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CAREFUL RECORDS REQUIRED TO SUPPORT TAX DEDUCTIONS 


their net taxable income? Yes. But, in the event 
such deductions are challenged, they can be sus- 
tained only by proof consisting of satisfactory evi- 
dence. This means evidence satisfactory to the Bu- 
reau of Internal Revenue! The burden of proof is 
on the taxpayer. 

Are general practitioners subject to a different 
rule than are specialists regarding such expenses? 
No. Contrary to the belief expressed by a number 
of Academy members, general practitioners are in 
exactly the same position as specialists. This as- 
sumes that the facts and the evidence are equal. 


Entertainment Expense Allowed 


A great many doctors have had their income tax 
returns for previous years challenged during the 
past year for the simple reason that the Internal 
Revenue Bureau is checking the returns of all pro- 
fessional persons more closely. Claimed deductions 
for entertainment expenses as a business cost have 
been disallowed in a large number of cases. On the 
other hand, many professional men have success- 
fully proved that such items were a legitimate busi- 
ness expense. 

Typical of the controversies on this issue reaching 
the U. S. Tax Court is one involving country club 
expenses claimed by an attorney as a business ex- 
pense and therefore deductible under Code Section 
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23 (a) (1) (A). The court held that amounts ex- 
pended for entertainment, initiation fees, and dues 
were not deductible, because proof offered by the 
taxpayer did not show that “the purpose of the ex- 
penditure was primarily business rather than social 
or personal, and that the business in which the 
taxpayer was engaged benefited thereby.” 

On the other hand, there are numerous decisions 
in which entertainment expenses by such profes- 
sional people were allowed. Frequently, where the 
claimed deduction seems unreasonable, as in the 
case of total expenses at a club, the Bureau com- 
promises by allowing a portion of the total as a busi- 
ness deduction. In a 1947 case, again involving an 
attorney, the Tax Court disallowed club dues at 
two different clubs as an expense, but did allow 
one-half the total bills at both clubs because it 
found that the taxpayer actually used the clubs at 
least 50 per cent of the time for entertaining clients 
and other purposes “incident to the practice of his 
profession.” 


Each Case Different 


It is important to remember that each case is 
decided on its particular facts and merit. There is 
no categorical rule about what specific expenses 
may be deducted. The final decision on whether a 
particular expense may be deducted is made by the 
tax agent who examines the doctor's books, subject, 
of course, to the right of appeal to the Tax Court. 
Some doctors have acquired the erroneous idea that 
any effort to obtain patients is unethical and that 
the cost incurred in their seeking to increase their 
income will not be allowed as a deduction. Any 
doubt on this point has been cleared up by the 
Judicial Council of the AMA which is the final 
arbiter of ethics for the profession. The entertain- 
ment of colleagues, says the Council, “is a neces- 
sary concommitant of professional practice, entirely 
proper and justified.” 

The Internal Revenue Code provides, in Sec- 
tion 23 (a) (1) CA), that “all ordinary and nec- 
essary expenses incurred in carrying on any trade 
or business” may be deducted from gross income 
from a business or profession. To prove that enter- 
tainment expenses are directly related to profes- 
sional activities and are both ordinary and reason- 
able is sometimes difficult for doctors. 

This is not to state that physicians cannot deduct 


legitimate entertainment expenses. But, to sustain 
them they must show they are directly related to 
their professional practice, that the expenses are 
made in anticipation of increasing their professional 
income, and that such expenses are ordinary in the 
medical profession and necessary for the mainte- 
nance of practice. 


Must Present Adequate Records 


Most physicians who have had claimed deduc- 
tions disallowed failed to sustain them because they 
were unable to present adequate records to sup- 
port the expenses. Even if a doctor can prove that 
expenses of this type are directly related to his pro- 
fessional practice and both ordinary and reasonable, 
he will not be able to deduct such items from gross 
business income unless he can present adequate 
records to substantiate them. It is a good rule, in 
the case of entertainment expenses, therefore, to 
keep all cancelled checks and club statements. A 
record should be made, either in the taxpayer's 
books or on the statements, showing who, where, 
when, and how much. 


To Increase Income 


Where adequate records are not kept, the collec- 
tor will estimate the portion properly allowable as 
a business expense. In arriving at the estimate he 
may be expected to follow the dictum of Judge 
Learned Hand, who stated in a 1930 decision of the 
U. S. Circuit Court of Appeals, that, “absolute cer- 
tainty in such matters is usually impossible and is 
not necessary; the Board should make as close an 
approximation as it can, bearing heavily if it 
chooses, upon the taxpayer, whose inexactitude is 
of his own making.” 

On the basis of cases decided by the Tax Court, 
one final and important test must be met. The 
physician must be able to convince the collector 
that the expense was made in reasonable anticipa- 
tion of some professional benefit. Thus, he must 
present proof as to the original purpose in taking 
out a club membership and the extent to which the 
membership is used for business purposes. 

And he must be able to show that entertainment 
expenses are reasonable, ordinary custom in the pro- 
fession, and necessary to maintain or increase his 
professional income. 
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TRENDS AND EVENTS IN THE NATION’S C 


The Capital Health Pot Bubbles 


For all the abuse and suspicion directed at the Na- 
tion’s Capital and its machinations, one thing must 
be said in its defense—things are never dull here. 
Right now, for example, just in the field of medical 
and health affairs alone there is a welter of con- 
troversy that runs the gamut from Antibiotics to 
Zymosis (allowing for slight exaggeration ). 

Food and Drug Administration, National Re- 
search Council and Veterans Administration, among 
others, are becoming more deeply involved over the 
Lincoln-method therapy for tuberculosis and can- 
cer. On Capitol Hill, Senator Charles W. Tobey 
(Republican, New Hampshire) continues to be 
the foremost champion of Dr. Robert E. Lincoln 
and his bacteriophage-inhalation method. Mean- 
time, NRC is conducting a special investigation to 
determine the treatment’s merits and VA is resisting 
strong pressure to introduce the Lincoln system in 
veterans’ hospitals. According to Senator Tobey, it 
is being practiced by physicians in a majority of 
the states and more than 6,000 patients have re- 
ceived the treatment to date. 

Stoutly defended and bitterly criticized, in Con- 
gress as throughout the country, is universal mili- 
tary training, an issue that is scheduled to reach a 
showdown vote this spring. Representatives of 
American Medical Association and medical schools 
recently presented committee testimony on this 
question. They refrained from taking sides on 
UMT itself, simply uniting in the recommendation 
that interference with the steady flow of medical 
students be kept to a minimum if the program is 
adopted. 

Still another controversial problem confronting 
Congress deals with appropriations for the govern- 
ment's expansive—not to say expensive—hospital as- 
sistance, medical research, and public health ac- 
tivities. The proposed budget for the year begin- 
ning July 1, 1952, allocates more than 2 billion dol- 
lars in this field, exclusive of millions more for 
international health aid that will be channeled 
through the Point 4 program. Although a greater 
or lesser degree of “Federal control” is implicit in 
most of the projects involved—and they range from 
research grants and fellowships to another year’s 
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contributions to the states for hospital construction 
under the Hill-Burton Act—the impending Con- 
gressional debate will not revolve around that ques- 
tion. It will be chiefly concerned, rather, with the 
feasibility of spending hundreds of millions out of 
the Treasury at a time when economy in govern- 
ment is being stressed. 

In this connection, all members of Congress re- 
ceived a few weeks ago from the A.M.A. a letter 
branding as “an unjustified, wasteful, and improper 
use of national defense funds” the establishment of 
a special commission by President Truman to sur- 
vey the country’s health requirements. Whether 
or not the charge is true, the fact is that this ex- 
pression of opinion by the A.M.A. will result in 
intensification of Congressional scrutiny of Federal 
health budgets. The commission, incidentally, held 
its second meeting in mid-February and plans in 
the near future to launch a series of public hear- 
ings for the purpose of gathering information, hear- 
ing complaints, and soliciting suggestions. 


What Price the Doctor Draft? 


Administration of the so-called doctor-draft law 
—here is another element that helps keeps the 
Potomac caldron bubbling. Military headquarters 
in the Pentagon and the Selective Service System 
acknowledge that recent weeks have witnessed a 
marked increase in complaints, especially from state 
medical societies. The gist of these criticisms is that 
young Priority I physicians who volunteer for com- 
missions and go on active duty are being penalized; 
that while they are undergoing hardships in Korea, 
those Priority I’s who stood pat and declined mili- 
tary service are “getting away with it.” Department 
of Defense authorities reply that they are calling up 
draft-vulnerable doctors only in such numbers as 
circumstances require, hence it is inevitable that 
until the Priority I pool is exhausted some of its 
members will legally escape duty with the armed 
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forces. It is quite possible that Congress may 
amend the law this year in an attempt to close the 
loophole which is the target of so many protests. 
In the meantime, reports are current that Army 
plans to call on Selective Service for induction of 
some 200 physicians in May. 

Dr. E. H. Cushing’s resignation in February as 
assistant chief medical director of the medical de- 
partment of Veterans Administration will have re- 
percussions. It came just a little more than a year 
after Dr. Paul B. Magnuson’s resignation as chief 
medical director and the reason was essentially the 
same—that rule by bureaucracy is usurping the 
function of professional control in cating for health 
of veterans. Washington observers feel that 1952 
will see the inception of a drastic overhaul of Vet- 
erans Administration, including its vast medical 
care and hospital programs, a shakeup that may 
be triggered this spring with the completion and 
publication of the Booz, Allen, and Hamilton re- 
port, based on an administrative study begun in 
1950. 


Ewing Never Gives Up 


Federal Security Administrator Oscar R. Ewing 
is seeing to it that the torch of compulsory national 
health insurance is carried on high, by himself at 
least, which lends assurance that this explosive issue 
will be a very live one in the months ahead. He has 


taken again to the speaking platform to urge enact- 


ment of health insurance, although its proponents 
on Capitol Hill are fewer in number than at any 
time since the movement began more than a decade 
ago. 

an of their feelings on health insurance, 
physicians will be interested in and affected by the 
proposed regulations recently announced by Ewing 
with reference to changes in the Federal Food, 
Drug and Cosmetic Act (as head of Federal Se- 
curity Agency, he is titular chief of Food and Drug 
Administration, which is an FSA component). 
March 6 is the deadline for filing of comments on 
the proposed revision of regulations under authority 
of the Durham-Humphrey Act. 

Generally speaking, the Durham-Humphrey 
amendment (passed last year by Congress) has as 
its purpose the sharper delineation of drugs and 
medicinals that may be dispensed only on prescrip- 
tion and those regarded as safe for over-the-counter 
sale. 

Under the proposed regulations, a physician may 
legally deliver a drug to his patient or administer 
it to him, but a manufacturer or distributor may 
deliver a restricted drug only to a pharmacist, phy- 
sician, hospital, clinic, or public health agency. 
Where a drug is sold directly to a physician, if the 
label states its composition, no directions for use is 
required. Prescriptions given orally—as by tele- 
phone—by the doctor are legalized, provided the 


pharmacist makes a written record. 


INCORRECTLY ESTIMATED 


Computsory medical insurance in the United States would cost at least 5 billion dollars more 
a year than Security Administrator Oscar Ewing estimates and would mean a far bigger bite 
out of weekly payrolls and pay envelopes than the federal government already takes, Dr. Kenneth 
Wallace Colegrove said recently. 


Colegrove, professor of political science at Northwestern University since 1926, spoke at the 
University of Illinois medical school. He challenged Ewing’s estimate that compulsory medical 
insurance costs would be “well within” 15 billions annually, charging the cost would be “at 
least 20 billion dollars a year.” 

“The so-called Murray-Wagner-Dingle bill would set up a plan whereby the employer 
and employee, each paying 2 per cent, weekly, would provide the supposed 15 billions,” he said. 


“If it’s ever enacted employees may prepare to add far more than 2 per cent of their 
weekly pay to the big bite the government now takes out of their take home wages.” 


—From Chicago Daily Tribune, November 15, 1951. 
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GENERAL PRACTICE ASPECTS OF ATOMIC DEFENSE 


BY MARCUS D. KOGEL 


New York, New York 


As A LITERATE and educated segment of our popu- 
lation, the appalling effects of modern warfare must 
be known to all general practitioners. World War 
I began with the use of 500-pound demolition 
bombs with an effective radius of structural dam- 
age of 55 feet, and World War II saw the develop- 
ment of ten ton “block busters” and ended with 
the use of atomic bomb “city busters.” When and 
if the shooting phase of World War III grows out 
of the police action at Korea into a world wide con- 
flagration, scientists may be able to unveil the fusion 
or hydrogen bomb which is predicted to have a 
power at least one thousand times that of the atom 
bomb. 

The totality of modern war is one of the fruits 
of our advanced civilization. The sudden, sneak 
attack is the rule. Not just armies, but civilian pop- 
ulations must be caught off balance, unprepared 
psychologically, physically, and industrially to offer 
even reasonable resistance. The lack of possession 
of a lethal weapon offers no immunity, and civilian 
garb and activity do not isolate one as a noncom- 
batant. Modern war recognizes in the civilian as im- 
portant an objective as the soldier. 

We must recognize the situation for what it is 
and take the necessary measures for our defense. 
This particular era of world’s history shows no 
favor to those who are complacent. A thug never 
picks on a strong and alert man but always on the 
weak and the unready. 

You as physicians must help guard against two 
public reactions, each of which is equally danger- 
ous, and each of which can be more effective as a 
casualty producer than the atom bomb or the most 
powerful chemical warfare agent. I have reference 
to apathy and panic. We are now, and have been 
for some time, in a state of apathy. Our legislators 
with their partisan conflicts do nothing to cure this 
situation—if anything, they help to spread it. The 
apathy of our population is a major victory chalked 
up in favor of those of our enemies who are re- 
sponsible for the psychologic warfare campaign. 

The feeling “let the other fellow do it,” or “we 
are too strong, no enemy can penetrate our de- 
fenses” is too prevalent. Those are just the ideas 


that the Russians and their satellites would like us 
to have. The job of preparing our civil defenses 
is so overwhelming that we cannot leave it to the 
other fellow—we must all have a share in it. Be- 
sides, we cannot always wait for the “finished plan,” 
or the “complete training program,” or to be taken 
by the hand and shown exactly what is to be done. 

You as physicians know from merely reading the 
daily newspapers that there are no measures that 
can prevent a determined enemy from penetrating 
the best military defenses. In fact, even with a per- 
fect radar warning network thrown completely 
around our country and interception at its best, at 
least 75 per cent of the enemy aircraft can get 
through. 

You know that one old-fashioned atom bomb 
used over Hiroshima, produced 60,000 burn victims 
—two-thirds of them so seriously burned as to be 
helpless and in extremes of agony; there were 
56,000 cases of mechanical injury and 8,000 to 
12,000 survivors with radiation effects requiring 
treatment. There were approximately 75,000 dead. 

Hiroshima had an average population density per 
square mile of 12,750 and in the center of the city, 
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35,000. In Manhattan during the day there is an 
average population density four times as great as 
the greatest density in the city of Hiroshima and 
besides, our great buildings are towers of glass with 
tremendous casualty-producing possibilities. We 
must expect at least a half million casualties if a 
bomb is detonated over Times Square during the 
day. 

There have also been developed bombs perhaps 
at least six times as powerful as the Hiroshima 
bomb. This adds up to overwhelming numbers of 
injured and to the inescapable conclusion that 
there cannot be enough professional people to go 
around, at least in the first few days following the 
disaster. 

The public must be made to understand that 
even with the best organization, many injured will 
be neglected unless every adult citizen has some 
training in caring for his own wounds and those of 
his neighbor. Unless a program of self help and 
neighbor help is pushed intensively, our established 
medical facilities will be rendered useless by the 
very weight of the overwhelming numbers that 
clamor for treatment. This is where the physician 
can perform a great public service in assisting the 
Department of Health to carry the program of self 
help and neighbor help instruction through to a 
successful conclusion. 

The magnitude of damage caused by an enemy 
attack is not determined entirely by the weapons 
used, but much more by the subsequent behavior 
of the people. Panic has a greater casualty-produc- 
ing potential than the hydrogen bomb. The physi- 
cian has a key role to play in preventing and con- 
trolling panic behavior. Ignorance, lack of under- 
standing, fear of the unknown, the spreading of 
rumors—all these help to create and sustain panic. 
The physician is a respected member of his com- 
munity, and he must assume leadership in guiding 
the education of every person in the community 
as to the problems that must be faced. The failure 
to understand what is taking place is almost cer- 
tain to result in terror, and the terror of one person 
rapidly leads to group panic. We must fight the 
feeling of hopelessness and helplessness. 

The secrets of survival are to understand the dan- 
ger and to be prepared with the steps that must 
be taken to minimize or escape it. One point that 
must be stressed is that there is no weapon against 
which some defense has not been developed. 

The chances of an individual surviving an atomic 
attack are far greater than scare stories would lead 


the public to believe. Neither Nagasaki nor Hiro- 


shima are ghost towns today. In Hiroshima slightly 
over half of the people who were a mile away from 
the center of the explosion are still alive, and at 
Nagasaki almost 70 per cent of the people a mile 
from ground zero lived to tell about it. 

While it is necessary to deal cautiously with the 
public in order to minimize fear reactions, the phy- 
sician must know the worst so that he will be pre- 
pared to cope with what may come. 

Modern wars, with or without the atom bomb, 
create their major damage on civilians by the effect 
of fire and flame. In the incendiary bombing of 
Tokyo and Hamburg, tens of thousands perished by 
fire and many more survived with serious burns. In 
Hamburg alone, as a result of the attack in July, 
1943, there were 60,000 fire deaths. This was be- 
fore the atom bomb. 

From the experiences in Japan following the use 
of the atom bomb, we can predict with a fair de- 
gree of certainty that 90 per cent of all persons 
requiring medical attention in the first week will 
have burns, and at least 60 to 65 per cent of all 
patients will be burned. It is quite obvious then, 
that we must all become thoroughly familiar with 
the subject of burns so that we would not have to 
hesitate a moment in assessing the extent of the 
injury and the measures to be taken for the best 
results. 


Chemical Warfare 


Do any of us have the imagination to visualize 
the extent of the catastrophe if there should be a 
successful attack using chemical warfare agents 
with or without atomic bombing? Even if the pop- 
ulation were as thoroughly trained and disciplined 
as our best combat troops, there would be a certain 
element of confusion and panic. The newer nerve 
gases create a particularly staggering medical prob- 
lem. To cope with the situation it is necessary to 
train nonprofessional lay volunteers to render a 
type of service expected now of physicians with 
special experience. For instance, the antidote for 
nerve gases is atropine in doses of 1/30 of a grain 
repeated every 5 to 10 minutes by intramuscular or 
intravenous injection for at least 3 doses. Rescue 
workers have to be trained to give atropine and 
know when and how to give it. These nonprofess- 
ional volunteers must have the judgment and train- 
ing to start artificial respiration promptly on the 
apneic patient and to wait until the cyanosis abates 
before giving atropine, otherwise there is the danger 
of precipitating a fatal ventricular fibrillation. 

It would take “guts” on the part of a physician 
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in peacetime to give a patient 1/10 of a grain of 
atropine, then send him home or to a shelter, but 
this is exactly what we will expect of the volunteers 
in their care of ambulant cases with gas poisoning. 
Hospitals and physicians will be too busy with des- 
perately injured or poisoned people. 

Even the type of artificial respiration to be used 
is different here from the conventional Eve and 
Shafer methods since the respiratory muscles of the 
chest and diaphragm are paralyzed and do not ex- 
pand after compression. We must all become fa- 
miliar with the new Emerson method of artificial 
respiration or its modifications if our efforts are to 
be successful. 

In World War I mustard gas was used for a 
comparatively short time by means of artillery 
shells, and even though the weapons were crude 
and inefficient, 40,000 battle casualties resulted. 
Tremendous advances have been made since then 
not only in weapons, but also in chemical agents, 
and we must not minimize the great danger of air 
chemical attack against civilians. An enemy short 
on atom bombs has many things to pick from to 
turn a holocaust into a nightmare beyond concep- 
tion. We as physicians must not be caught short 
by not knowing what to do when we are faced with 
the unpredictable, and we also have the responsi- 
bility of training thousands of others. The numbers 
of people who will perish from lack of proper care 
will be in direct relation to our training and dis- 
cipline and to the army of volunteers ready to help 
us carry the burden of civil defense. 


Role of the Physician 


The general practitioner in particular plays a key 
role in the event the enemy decides to use biological 
agents as weapons. Biological warfare directed 
against man cannot be expected to amount to much 
unless the morale of the people is permitted to de- 
teriorate. There is much more to fear from biolog- 
ical attacks directed at our animal and poultry popu- 
lations and our food and industrial crops. However, 
the family physician is in the best position to make 
the first determination that biological warfare is in 
progress. Once the danger is known and recognized 
the battle is three-quarters won. Water contamina- 
tion, food poisoning, the introduction of new dis- 
eases—all of these will first be manifested by a sick 
patient who will seek the advice of the family physi- 
cian. Early recognition is of prime importance if 
the danger is to be neutralized promptly. Physicians 
must therefore be alert and be quick to consult with 
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Ambulant cases are treated and sent to shelters. 


their local health department if their suspicion is 
aroused. 

In taking the Hippocratic oath, the physician 
undertook “to impart by precept, by lecture, and by 
every mode of teaching.” Therein lies one of the 
most encouraging factors in the preparation and ac- 
tivation of a workable civil defense program. On 
the premise that literally tens of thousands of lives 
can be saved by early, prompt, efficient medical 
emergency care, the hopelessness of the disaster pos- 
sibility is at least partially reduced. 

Physicians are conspicuous for their willingness 
to serve and give prompt response in emergencies. 
Whether the call is for a single patient or for a 
major disaster, the doctor is, figuratively speaking, 
on the scene almost at the moment it happens. His 
responsibility is great and he assumes it modestly 
and as a matter of course. His presence serves to 
calm hysteria and all have learned to rely on his 
ability, judgment, and resourcefulness in times of 
need and stress. There is abundant proof of the 
soundness of this attitude regarding the physician. 
Now, if ever, is the time to take the fullest advan- 
tage of this relationship between physician and lay- 
man. 

The doctor, therefore, is the key person in the 
mobilization of our medical defense plan. 

While the response of the physician in a disaster 
is traditional and is accepted as a matter of course, 
it is absolutely essential for his own protection and 
that of his family that he be formally enrolled and 
sworn in as a legally constituted member of the 
Civil Defense Army, otherwise he can claim none 
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of the privileges or immunities under the Defense 
Emergency Act. Very few physicians have formally 
enrolled, and I make this plea to you to enroll as 
promptly as possible at your hospital, health center, 
medical society, or civil defense enrollment station. 

However, even with this most dependable base 
for the medical defense structure, painstaking plan- 
ning is essential. There are several areas in which 
the physician’s customary studied and carefully 
considered approach to a problem will have to be 
revised. He must be trained to accept and accom- 
modate to production line techniques, which are 
totally foreign to every normal standard of medical 
practice. He must adjust his professional sights to 
the over-all picture and dispense his skills and judg- 
ment most productively in relation to the hectic, 
pressing needs of his assignment. 

In New York, the state medical society, through 
its Emergency Medical Preparedness Committee, 
has established panels of physicians, chosen from 
the medical schools of the state, and has charged 
them with the task of making recommendations 
for the treatment of burns, fractures, shock and 
crushing injuries, extensive wounds, and radiation 
illness. Their authoritative recommendations form 
the basis for the refresher courses for physicians’ 
training. Additional detailed statements serve as 
guides in the training of large numbers of volunteer 
workers, and as suggestions for the type of treat- 
ment which should be undertaken in the field and 
in first-aid stations. 

I strongly urge each physician to become thor- 
oughly familiar with these recommendations. The 
New York State Health Department’s June, 1951, 
issue of Health News is devoted exclusively to the 
medical treatment of the injured and each one of 
you should have a copy of this valuable bulletin. 

From the very earliest inception of the Medical 
Emergency Defense Program in our city, the medi- 
cal profession has taken an active role in its de- 
velopment. The county medical societies and their 
co-ordinating council have co-operated fully with 
the Department of Hospitals and the Department of 
Health in preparing for a possible disaster. 

The most difficult part of the job of the medical 


emergency division of the Civil Defense organiza- 
tion is to assure an orderly system of evacuation of 
the injured from the scene of disaster back to im- 
provised or permanent hospitals that have the 
means to provide more than just emergency treat- 
ment. We must be so organized, trained, and 
equipped that prompt contact can be made with the 
rescue crews, the injured taken from their hands 
and carried safely to first-aid stations where the in- 
juries will be evaluated, shock treatment initiated, 
good primary burn care given, splints adjusted, 
hemorrhage arrested, and the patient made physi- 
cally and physiologically comfortable for movement 
further back for definitive care. 

The general practitioner is the key to the opera- 
tion of the first-aid station and by his skillful triage, 
antishock measures, early burns, fracture, and 
wound therapy will determine the outcome of many 
cases. He will also stand by the side of the special- 
ist in the hospitals and make up part of the team 
necessary to carry out delicate and complicated 
procedures to save life and prevent deformity. 

In addition to these dramatic assignments, there 
are the routine but vitally essential health, medi- 
cal, and inspection services at shelters, registra- 
tion, entraining, detraining, and concentration 
points of displaced and homeless persons, and the 
thousand and one tasks with which the general 
practitioner will find himself confronted merely 
because he is the person to whom people naturally 
turn when in trouble. 

The situation for which we prepare with under- 
standable trepidation will, should it eventuate, call 
for a degree of intercommunity aid far beyond any 
yet dreamed of. Geographic and political boundaries 
will cease to have meaning as the more fortunate 
unwounded communities come forth to the rescue 
and succor of their injured neighbors. Effective 
planning must, therefore, take into consideration 
the magnitude and complexity of the medical as- 
sistance action which may be necessary among 
cities, states, and sections. With effective training 
we can direct the outpouring of sympathetic will- 
to-help which is bound to be offered but which, 
without proper channeling, might be of little avail. 
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financial 
security 


BY RALEIGH E. ROSS 


PaTIENTS, in many instances, expect the knowledge 
of their physician to extend beyond his profession 
into the somewhat kindred field of accident and 
health insurance. While no doctor presumes to 
qualify as an insurance expert, still some informa- 
tion on modern developments should prove of prac- 
tical value. Which brings us to the most recent type 
of coverage, variously referred to as “disaster,” or 
“catastrophe” insurance. 

The need for this new form can perhaps be well 
illustrated by a true story. 

Several years ago Mr. T., a salesman, seemed to 
be in “comfortable” economic circumstances. He 
had a fine wife and three small children and was 
doing a good job in his sales territory. 

Mrs. T. developed a persistent cough. Finally, 
they went to their doctor about it. Then began a 
period of two, or three years, during which some 
of the time the patient seemed pretty well, and 
some of the time she was in the hospital or home 
in bed. Expenses began to climb. By the time Mrs. 
T. passed away with lung cancer, her husband had 
spent well up toward $7,000! Today the expense 
would be higher. 

That kind of money is a heavy strain on even an 
above-the-average income. It left Mr. T. seriously 
in debt. And he was facing the new and costly pro- 
cedure of employing a competent housekeeper to 
run the home and take care of the children. Of 
course, if he had had even a moderate amount of 
life insurance on his wife’s life, he would have re- 
covered some of the sum spent. But, like many hus- 
bands, he had never taken out such a policy. 
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“DISASTER” INSURANCE-A NEW ADVANCE 


This information may help many of your patients and 
—indirectly—you. In every case, the patient should be 
advised to consult his insurance broker for details on 
rates and benefits. 


However, here is the main point. Even if such an 
illness had been foreseen, there was at that time no 
health and accident policy that Mr. T. could have 
taken for his wife which would have covered more 
than a minor fraction of the expense! 

To meet such cases as these (preferably with the 
more happy outcome of the patient’s recovery) the 
new in-hospital major expense policy has been per- 
fected. With it a married man can cover, in a single 
policy, his wife and dependent children, each up to 
the maximum reimbursement of $5,000. To keep 
the premiums down, the policy contains a deduc- 
tible clause, similar to that in automobile collision 
policies. The deduction is $100, or $300, or $500, 
as the insured prefers. It is felt that the average 
family can well withstand an unexpected expense 
of one of these amounts. But when you get up into 
the thousands, it’s a different story! 

The premiums on an annual, semi-annual, and 
quarterly basis are listed in the table on the follow- 
ing page. These are the rates of the first major life 
insurance company to enter this field, in 1951. 

It will be seen that this is truly a “major ex- 
pense” policy. It begins where the ordinary policies 
leave off. 

The $2,500 maximum policy guarantees up to 
$10 a day for room and board in the hospital; the 
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IN-HOSPITAL MAJOR EXPENSE POLICY 


Schedule of Premiums 


Annual premiums 


for deductible of 


$100 $300 


$ 32.00 
40.00 
60.00 


Insured Plan 


$2,500 $ 42.00 
56.00 


85.00 


Individual male 

Individual female 

Husband and wife 

Family (husband, wife and 
one or more children) 


115.00 75.00 


60.00 
84.00 
130.00 


46.00 
62.00 
95.00 


Individual male 
Individual female 
Husband and wife 
Family (husband, wife and 
one or more children) 


175.00 125.00 


Semi-annual premiums 
for deductible of 


$100 $300 


Quarterly premiums 


for deductible of 
$100 $300 $500 


$11.03 $ * * 
14.70 10.50 
22.31 15.75 


$520 


$21.63 
28.84 
43.78 


$16.48 
20.60 
30.90 


$12.36 
15.45 
20.60 
59.23 38.63 25.75 


30.19 19.69 


30.90 
43.26 
66.95 


23.69 
31.93 
48.93 


18.03 
23.69 
36.05 


15.75 
22.05 
34.13 


12.08 
16.28 
24.94 


90.13 64.38 46.35 45.94 32.81 


*Not available with quarterly payment since premium would be less than $10 minimum. 


For the coverage of a wife and children only or a husband and children only the premiums will be the same as for a husband 
and wife. For the coverage of a child or children where no adult is covered under the policy the premiums will be the same as for an 


individual male. 


$5,000 policy guarantees up to $15 a day. Each 
policy guarantees three-quarters of all other ex- 
penses covered by the plan. 

To see how the plan works out in actual prac- 
tice, consider the following example—$15 room and 
board, $100 deductible plan. 


Type of service Actual charge Amount of charge 
Paid by company 
$15 per day 


20 days—$300 


Room and board $18 per day 


20 days—$360 
Miscellaneous hospital 
charges (drugs, operat- 
ing room, etc.)... . 
Surgeon's fee . $450 
Medical consultant's 

$ 75 

Private duty nurses 


($36 per day, 10 days) $270 


$1,395 
Less deductible 100 


Total ... 


Company pays $1,295 


Adults up to age 55 can purchase this protection, 
and renew it to age 65. Children are covered up to 
age 18. 

Exclusions in this policy are kept to a minimum. 
Here is the entire list: mental or nervous disorders 

. . normal maternity . . . hospitalization not rec- 
ommended by a qualified doctor . . . cases eligible 
for Workmen’s Compensation . . . confinement in 
federal hospitals . . . members of armed forces . . . 
confinement resulting from war. 

One of the Company’s folders quotes these inter- 
esting facts about the year 1950: 17,000,000 Amer- 


icans were admitted to hospitals . . . one in every 
ten. Over 10,000,000 people were injured in acci- 
dents—often involving long hospitalization. About 
1,799,000 were injured in auto accidents; 4,100,000 
were injured in home accidents. 

Many cases can be cited where hospital costs far 
exceed the usual insurance benefits. 

Take, for example, the case of Mr. A. B. For two 
years he was under treatment, including two major 
operations, regular radium therapy and frequent 
hospitalization. 


Total cost 


Mr. B’s Blue Cross and Blue Shield Plans paid 


But Mr. B still had to pay . . 
But with the help of the new policy he would have 
had to pay only 


The Case of Mr. C. D. 


Age 38, Mr. D. developed tuberculosis. His cure required 18 
months in a sanatorium and a major operation. 

Total cost $4,580. 

Mr. D. had no hospitalization plan or health insurance . 000. 


But with the new plan, he would have had to pay only $300. 


But, of course, it is unnecessary to elaborate on 
facts of this kind when writing for physicians. A 
physician can visualize the need for this type of 
coverage far better than can men in other occu- 
pations. 

There has been some effort, previous to this ar- 
ticle, to inform physicians about this new coverage. 
In Cleveland, the medical society sent a special 
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descriptive pamphlet to each of its members. Per- 
haps, in other cities a similar step has been taken. 
GP carried a short paragraph about this in the 
news items in the December issue. 

If the market for this new policy proves to be as 
wide and as ready as the insurance companies an- 


ticipate, then a substantial segment of the nation’s 
families will soon be far better prepared than ever 
before for the onslaught of prolonged illness, or a 
serious accident. This is a wholesome result finan- 
cially and also another blow to the arguments for 
socialized medicine. 


“I've been toying with the idea of relocating my 
practice in some random place—and if | ever hap- 
pen to hit Southern California, that clinches it.” 
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HOW TO USE ALL YOUR COLLECTION AGENCY‘’S SERVICES 


BY ARTHUR H. LABAREE 


Ir May surprise many physicians to know that 
reputable collection agencies are now prepared to 
furnish them with a complete business service, as 
well as to collect their delinquent accounts. The 
service is of special value to the busy general prac- 
titioner, especially to one without a secretary. 

Collection agencies, particularly those specializ- 
ing in the collection of professional accounts for 
physicians, dentists, and hospitals, are rapidly broad- 
ening their fields to include business management. 
This includes everything from keeping the doctor's 
books and nonmedical records to hiring secretarial 
and clerical personnel. Some even answer his tele- 
phone, by conducting the local phone-answering 
service. 

While there are only about fifteen business man- 
agement concerns for physicians throughout the 
country, there are many collection agencies with a 
separate and highly specialized division of business 
management. Most of them are members of two 
national organizations in the collection field, with 
printed codes of ethics to which they adhere as 
conscientiously as the doctor ddes to his. They have 
grievance committees to which a dissatisfied client 
may refer complaints. If the collector is found to 
have violated their constitution, by-laws, or ethics, 
he faces expulsion, which means that at least he 
loses the forwarded business that would come to 
him from other agencies in the organization. 

From the viewpoint of the physician-client, a col- 
lection agency in one of these national organiza- 
tions can collect his accounts anywhere in the 
United States, through referral to the nearest local 
agency, as easily as though the debtors lived next 
door to the collector's office. (As a matter of fact, 
such collections are usually easier, for the debtor 
who has moved to a new location does not want 
to endanger his credit in his new surroundings, al- 
though, at his former home, he might have such a 
dead-beat reputation, that it wouldn’t matter to 
him.) 

The two national collectors’ organizations are the 
American Collectors Association and the National 
Association of Medical-Dental Bureaus. A _physi- 
cian will do well to ascertain whether his present 
or prospective collector is a member of either of 


them. If he is, the doctor is assured of fair and hon- 
est treatment, for these afhliated agencies make no 
collection charges except an agreed commission on 
amounts actually recovered for the client. There 
are no “listing fees” or other trick clauses in their 
contracts to prevent the physician from getting the 
amounts justly due him. 

The Medical-Dental Bureaus are specialists for 
the collection of professional accounts. Some of 
them are owned or controlled by the medical so- 
ciety in their county. Members of the American 
Collectors Association are, for the most part, “gen- 
eral practitioners” in the collection field, but the 
larger organizations have special departments for 
handling professional accounts and for giving their 
clients a business management service. 

They contend that business management service 
gives the doctor a chance to practice better medi- 
cine and obtain greater returns. Thousands of phy- 
sicians throughout the country have welcomed this 
business management service, because it frees them 
from the dull routine and unfamiliar operating 
problems of the business side of their practice. 

“Briefly stated,” according to one of the biggest 
outfits in the business, “medical management is a 
combination of administrative services embracing 
accounting, business administration, estate plan- 
ning, and ethical public relations, co-ordinated to 
deal with any and all of the economic problems 
confronting the doctor. Its aim is to improve the 
physician’s net income, either through more efficient 
management of present income or by suggesting 
time-tested, ethical means of increasing the patient- 
load through better public relations in and out of 
the office.” 

Here are some of the most frequently encoun- 
tered problems of the doctor that these agencies are 
prepared to answer: 

Can you help me arrange the floor plans of the 
new quarters I am building? 

What equipment should I buy? 

How can I build up my practice? 

Do you think I would be justified in charging 
higher fees? 

Do I need another girl? My secretary is always 
behind with her work. 
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Why hasn’t my practice grown as it should? 
Where is my money going? Should I charge the 
relatives of other doctors, and how much? 

Do I need more insurance? What can I do to 
hedge against a depression? 

Where can I find a young graduate to be asso- 
ciated with me? 

What can I do about my incoming telephone 
calls? Should I continue taking night calls? 

The first step usually, in setting up a business 
management service for a physician, is a survey of 
the business side of his practice by the head of the 
agency. This survey is all-inclusive, from the layout 
of the office to every step of the financial procedure 
—both as it relates to the patient's bill and to the 
handling of office expenses. 

The survey may consume several days. Some 
agencies perform it free of charge to the doctor, but 
many have a fixed fee of $25 and up, based on the 
time spent. A complete written report to the doctor 
includes the answers he needs, based upon the sur- 
vey, and may include such details as how the sec- 
retary or receptionist should change her greeting 
to patients. 

If the doctor becomes a subscriber to business 
management, after learning from the report many 
things he didn’t know about his own office, the 
agency takes over, for a fixed monthly fee. It keeps 
the doctor’s financial records, giving him monthly 
and yearly statements that compare his present 
income with that of the preceding year, comparing 
his collection percentage with his operating cost, 
and gives him the amount of his surplus income. 

Not only are the doctor's tax returns prepared 
for him, but every legitimate deduction is taken 
throughout the tax year. This alone may save the 
average busy doctor hundreds of dollars annually. 
All the billing and posting are done for the doctor. 
This is accomplished by having him, or his secre- 
tary, furnish the agency with a daily report of 
charges and payments. On a specified day, the doc- 
tor’s bills are sent out and are followed up until paid 
or some may become delinquent. In the latter event, 
the collection department steps in. It is claimed that 
the printing of the agency's name in small type at 
the bottom of statements, together with systematic 


billing, have raised the clients’ collections by at 
least 10 per cent. 

Contending that there are ways for a doctor to 
promote himself and still remain ethical, business 
management is prepared to show the doctor how 
to expand his practice. Frequently a study of the 
conduct of his office will spot situations that might 
have an adverse effect upon the growth of the prac- 
tice. Sometimes he may be urged to write more pro- 
fessional papers to be presented at medical meet- 
ings or submitted to medical journals. The agency 
obviously does not assume any qualifications to give 
the physician any professional advice, but it is in a 
position to recognize when he may be failing to cap- 
italize fully on his professional accomplishments. 

The doctor is informed of new improvements and 
timesavers. A job analysis can be made to see if his 
secretary is functioning efficiently. Investment and 
insurance experts are available to assist him in plan- 
ning a balanced program that will increase his in- 
come and protection while he is active and insure 
the largest possible accumulation of equities when 
he is ready to retire. This often involves a rear- 
rangement of the personal budget. One manage- 
ment concern sums up its value this way: “Our rec- 
ords show that in every case our medical clients 
have profited financially from management service. 
It is our firm belief that, given freedom from eco- 
nomic worry, the average physician will practice 
better medicine and obtain greater returns.” 

Some agencies maintain or have connections with 
credit bureaus, and have available credit informa- 
tion on new patients. Some physicians, however, 
have been found to refuse this aid, on the ground 
that asking for a credit report would be commer- 
cializing the profession. But business management, 
as here outlined, is finding physicians responsive. 
There isn’t a physician in the country who hasn’t 
been approached by a collection agency. If inter- 
ested in any of the services described here, it is 
easy to inquire of his nearest agency whether it 
offers them. To insure fair and honest treatment, 
he should also inquire if it is a member of either 
of the two national organizations named in this ar- 
ticle. There are reliable agencies not afhliated with 


either, but it is better to be sure than sorry. 
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FIFTEEN TYPES OF BONDS AVAILABLE TO 


BY JOHN Y. BEATY 


Bonps are generally recognized as having values 
not possessed by stocks. Without a doubt, bonds 
issued by our Federal government are the nearest to 
a perfectly safe investment of any type of obliga- 
tion. Also, bonds issued by corporations have the 
advantage over stock issued by the same corpora- 
tion in that the interest promised on the bond must 
be paid before dividends are declared on the capital 
stock. That doesn’t mean, of course, that dividends 
are not paid. As a matter of fact, in most cases the 
dividends on capital stock amount to more than 
the interest on the bonds of the same company. 

A bond classifies as the first obligation of a cor- 
poration after its bank loans. A bond is, as a mat- 
ter of fact, a form of loan. The corporation borrows 
money from you when you buy a bond and it 
promises to repay the amount on a named future 
date with interest at a rate stated in the bond. In 
these respects a bond is like a bank loan. It is a 
form of note. But bonds are commonly issued for 
much longer periods than bank loans. There are 
some bonds, in fact, which have no maturity date. 
The only way they differ from the common stock 
of the corporation issuing them is that the amount 
of interest to be paid is specified in the bond and 
this interest must be paid before dividends are de- 
clared on the stock of the same company. 

While the company obligates itself to pay a stated 
amount of interest on bonds, it very often happens 
that more is paid on stocks. As a matter of fact, a 
tabulation of the percentage of dividends paid on 
stocks compared to the interest paid on bonds shows 
that the income from stocks is larger. The table 
herewith is based upon 90 stocks of the most prom- 
inent companies and a large number of bonds 
issued by large companies. 


bonds 
(per cent) 
2.84 
2.85 
2.80 
2.78 


stocks 
(per cent) 


INVESTORS 


While most investors like bonds and usually in- 
clude a quantity of them in any investment pro- 
gram, it should be understood that there are at 
least 15 kinds of bonds, some of which may be 
more suitable for one man’s portfolio than others. 
There are advantages in some and disadvantages 
in others, depending upon the desire and purposes 
of the investor. In other words, a bond might be 
good for one doctor and not so good for another. 

The 15 classes of bonds arranged alphabetically 
by name may be described as follows: 

An Annuity Bond has no maturity date. It is 
sometimes called a “perpetual bond.” Its character- 
istic feature is that the company promises to pay a 
specified amount of interest for the money bor- 
rowed but does not promise to repay the principal 
at any specified time. It is like stock except that 
the interest on annuity bonds is a fixed amount and 
must be paid before dividends are declared on the 
stock of the same company. 

A Bearer Bond is one on which the interest can 
be collected by anyone who has the coupons in his 
possession. It is often called a “coupon bond” be- 
cause, in order to get the interest at those dates 
when interest is due, it is necessary to mail the 
coupon of that date to the corporation issuing the 
bond. 

In contrast to a bearer bond is the Registered 
Bond which is registered in the name of the buyer. 
The interest payments are mailed usually twice a 
year to the bond owner without the necessity of the 
bond owner mailing a coupon. Many persons pre- 
fer a registered bond to a coupon bond because it 
saves the necessity of remembering to mail the 
coupon on interest dates. 

A Callable Bond is one on which the issuer has 
reserved the right to pay the principal sum when- 
ever the Board of Directors wishes to call the bonds 
for redemption. In other words, its maturity date 
is uncertain. The maturity may be set at any time 
the Directors feel they wish to pay off the obliga- 
tion. 

A Collateral Trust Bond is one which is pro- 
tected by a deposit of securities with a trustee. 
These are often called “collateral trust notes.” It is 
common, of course, for the borrowing corporation 
to deposit securities of a greater value than the 
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2.61 

2.51 

2.58 

2.80 

2.64 

2.58 
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issue of collateral trust bonds. If, for any reason, 
the corporation did not pay the interest or the prin- 
cipal on these bonds, the trustee would enforce the 
claim of the bondholders against the corporation. 
Or, if necessary, he would sell the collateral to get 
the money to pay the bondholders. 

Some companies issue Convertible Bonds. These 
may be converted into stock of the corporation un- 
der certain conditions. The bond stipulates the kind 
of stock, either common or preferred, into which 
the bond may be converted, the time when this 
conversion may be made, and the ratio at which 
the bond may be converted. That is, in some cases 
one bond might be converted into five shares of 
stock, or ten, or one, depending upon the condi- 
tions. When the conversion privilege is exercised, 
the investor becomes a stockholder instead of a 
bondholder. As a rule, the owner of the convertible 
bond is not required to convert it into common stock 
unless he wishes. If the time of conversion is 
limited to a certain period and the bond is not con- 
verted to stock, the owner still has a bond which 
bears a specified amount of interest. 

Holders of convertible bonds who believe that 
the prosperity of the company and its future pros- 
pects will make the income from stocks much larger 
than the fixed interest on the bonds, quite com- 
monly take advantage of the conversion privilege. 
As a matter of fact, it is usually only those individ- 
uals who anticipate this conversion who buy con- 
vertible bonds. 

A Coupon Bond is one to which coupons are at- 
tached. Each coupon in itself is a note in which 
the issuing corporation promises to pay a certain 
amount of money as interest on the bond itself. 
While bearer bonds commonly bear coupons, not 
all coupon bonds are bearer bonds. Some coupon 
bonds may be registered in the name of the owner 
as a protection against loss or theft. If a bearer bond 
were lost or stolen, someone else might be able to 
collect, for the corporation promises to pay anyone 
who has the coupon in his possession. As a rule, 
registration of coupon bonds covers only the bond 
itself and not the individual coupons. For that rea- 
son, even though registered, all coupon bonds 
should be carefully protected against loss or theft. 

A Debenture Bond is like a note. Just as a note 
promises to pay interest at a specified rate, so a de- 
benture bond promises to pay interest. Just as a 
note is secured only by the credit of the issuer, so 
a debenture note has no collateral protection other 
than the general credit of the corporation. If a de- 
benture bond should be defaulted, the holders sue 
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the issuer as a general creditor along with all others 
to whom the corporation owed money. Because of 
this feature, it is only corporations with the very 
best of credit rating that can successfully sell de- 
benture bonds. All bonds issued by federal, state, 
and municipal governments are debenture bonds. 
They sell well because of the general confidence in 
the governmental bodies issuing them. 

Equipment Trust Certificates are bonds issued 
by railroads to pay for locomotives and railroad 
cars. These bonds are secured by mortgages on the 
rolling stock which is specifically described in the 
trust, which is supervised by a trustee. Usually, 
the railroads rent the equipment, with a portion of 
the rent being applied to the purchase price. In 
other words, the railroads eventually own the roll- 
ing stock, but in the meantime the bonds are se- 
cured by its value. 

Government Bonds are, of course, well known 
and generally classify as the safest of all bonds. 
However, there are many classes of government 
bonds and, before investing in any one class, com- 
plete information should be obtained from your 
bank or an investment house. There are features 
in some government bonds which might not be 
advantageous to you, whereas there are features 
in others which might be greatly to your advantage. 
There are, for example, some rules as to the quan- 
tity which may be purchased in any one year of 
certain government bonds, and also there are some 
tax advantages and some tax disadvantages. 

A Guaranteed Bond is one on which the payment 
of principal and interest is guaranteed by another 
corporation. Such bonds are often issued by rail- 
road companies which have been leased to another 
railroad system, which in turn guarantees the bond. 
In some cases, both principal and the interest are 
guaranteed by the leasing railroad—in other cases 
only the interest is guaranteed. 

As an example, the Pennsylvania Railroad Com- 
pany operates only from Philadelphia to Pittsburgh, 
but the Pennsylvania Railroad System includes 
many leased railroads such as the United-New Jer- 
sey about which we seldom hear. That is the por- 
tion of the Pennsylvania Railroad System which 
operates between New York and Philadelphia. The 
only value of the guarantee is that the Railroad 
System which makes the guarantee is a profitable 
line and is able always to pay its obligations. In 
other words, a bond issued by the United-New Jer- 
sey Railroad and guaranteed by the Pennsylvania 
Railroad System is exactly as reliable as a bond 
issued by the Pennsylvania Railroad System. 
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An Income Bond is one on which interest is paid 
only if the corporation earns enough to pay it. In 
other words, the interest is not guaranteed. How- 
ever, it must be paid before dividends are paid 
to stockholders. Interest on an income bond must 
be declared by the directors the same as dividends 
are declared on stock. Furthermore, the amount of 
interest is determined by the directors based upon 
the earnings of the corporation. Sometimes, though, 
the maximum amount of interest on the bonds is 
specified in the bond itself. Income bonds are some- 
times secured by a mortgage. At other times, they 
are unsecured. 

It is generally considered that income bonds as a 
class lack the qualities of safety and stability of in- 
come which is possessed by many other bonds, par- 
ticularly Government Bonds. 

A Mortgage Bond is one which is secured by a 
mortgage made to a trustee who holds it for the 
benefit of bondholders. If mortgage bonds were de- 
faulted, the trustee would have the right to sell 
the mortgaged property for the benefit of the bond- 
holders. 

Municipal Bonds have a good rating and, in 
many cases, are tax exempt. They are bonds issued 
by states, counties, cities, and other taxing bodies. 
They are generally considered as high class bonds, 


but, of course, some information should be obtained 


by the purchaser about the issuing municipality. 

Bonds with Warrants. Some bonds are issued 
with warrants attached. These warrants give the 
bondholder the privilege of buying stock in the 
corporation under certain favorable conditions. The 
warrant states those conditions. This gives the bond- 
holder an opportunity to share in the future profits 
of the company. 

It should be emphasized that before a bond is 
purchased, the privilege of reading one should be 
requested because the conditions named in the 
printed bond are those which govern the right of 
the buyer. The fact that a bond is called by one 
name may not indicate entirely all of the condi- 
tions under which interest and principal will be 
paid. As a matter of fact, it might be well to have 
some expert, such as a bank officer or an invest- 
ment dealer, read the bond Cif he does not already 
know all of its conditions) and explain its condi- 
tions to you. 

As a class, bonds are good investments but there 
are many kinds of bonds, some of which might be 
desirable and others undesirable. No security is 
more valuable than the success of the issuing com- 
pany indicates. 

The chief difference between bonds and stocks 
is that interest must be paid on the bonds first be- 
fore dividends are paid on the stock. 


A TURNING POINT 


IN MEDICAL 


TEACHING 


Tuere has been a lot of soul-searching on university campuses lately and not all of it has been 
done down in the locker rooms of the athletic departments. Medical school faculties are facing 
up to problems of their own; no one would claim that medicine alone determines the health of 
the public, but next generation’s doctors are key figures in man’s efforts to conserve vigor, 
escape illness, and postpone death. The Commonwealth Fund, in its thirty-third annual report, 
tells us that many medical schools are dissatisfied with the teaching they are now doing. 
Medical education is nearing a new turning point. 

Are the right young men and women being selected to fill the vacancies in each year’s 
medical classes? How can the medical school demonstrate, in fact, the kind of medical care 
doctors are expected to give when they go out to serve the public? How can young doctors 
learn to see their patients, not as isolated cases of disease, but as individuals living and aging 
in a family and community setting? 

Medicine today needs strategists, the Commonwealth Fund reports. Doctors must learn more 
than the tactics of diagnosis and treatment. They must learn how their practice fits into a 
community. They must know how best to use the skills of the increasing number of ancillary 
workers—social service workers, therapists, nurses—that are available to a family doctor. They 
must know when to call in a specialist, a public health officer, or a surgeon, for instance. 

Medical training, the Commonwealth Fund hopes, will re-emphasize the old belief that the 
treatment of a disease may be impersonal but the care of a patient must be personal. And a 
new way of teaching medical men may come from the experiences in such a test. 


—From The New York Times, November 25, 1951. 
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The covered wagon, which carried 
the early settlers across the 
plains in the middle 19th century. 


Top: This 1910 Buick sold for $550, went 
30 miles per hour. Below: Cannon used as 
heavy artillery during American Revolution. 


The Sovereign of the Seas, 
one of the most famous of the 
great fleet of clipper ships. 


MODEL BUILDING AS A HOBBY 


BY LYON STEINE, M.D. 


Tue doctor who constructs models as a hobby 
shares with the photographer and with the artist or 
sculptor the advantage of being able to point with 
pride to his handiwork and to say, “I made that 
with my own hands.” The model maker needs no 
more space than a table top, very little equipment 
other than a sharp knife, some sandpaper, and a 
tube of Duco cement. The hobby can be practiced 
at odd times, for the hours required to construct 
a model can be subdivided into increments as small 
as 15 to 20 minutes. The end products of his work 
can be displayed to advantage in home or office as 
examples of his skill and manual dexterity. 

Of all the models which can be made in wood 
the most popular are undoubtedly sailing ships. 


GP @ March, 1952 


The kits from which these are made can be pur- 
chased for $2.50 to $25.00. The advertising section 
of Popular Mechanics Magazine lists several firms 
which sell these kits. The usual kit contains a block 
of balsa wood from which the hull can be easily 
carved and an assortment of wooden rods or dowels 
from which are made the masts, the yards, the rail- 
ings, and the superstructure. Small complicated 
items such as lifeboats, steering wheels, and blocks 
for the rigging are usually included as prefabricated 
items. 

One of the illustrations accompanying this article 
shows a model of the clipper ship Sovereign of the 
Seas. This is a scale model, the scale being 1/15 
inch to the foot. In building a model of this kind, 
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a set of small drills is a great convenience but in- 
genuity can often substitute for equipment. In the 
model shown the holes in the deck into which the 
masts were stepped were made by using nails of 
the proper size which had been fired to a red heat. 

The Sovereign of the Seas was one of the most 
famous of the great fleet of clipper ships which in- 
cluded the Flying Cloud and the Sea Witch. In the 
_ days before steam they were the fastest things 
afloat, and they established the supremacy of the 
United States in the construction and operation of 
fast commercial sailing ships. She was built by Don- 
ald McKay at East Boston in 1852. With a gross 
tonnage of 2,420, she was 258 feet long, 44/2 feet 
wide, and had a depth of 23% feet. She gained her 
greatest fame by her 103-day voyage from New 
York around Cape Horn to San Francisco. Her 
record of 84 days from London to Sydney, Australia, 
was another record that was rarely equalled in those 
days. On one run under Captain McKay she aver- 
aged 378 miles a day for four consecutive days. Her 
most noteworthy record was from New York to 
Liverpool in 13 days, 23 hours. This feat has never 
been duplicated by a vessel of her type. She was 
wrecked off the coast of Malaya in the Malacca 
Straits in 1859. 


Models Built from Wood 


Of models built from wood, the second most 
popular category is unquestionably that which com- 
prises old-fashioned carriages, both the horsedrawn 
and the horseless types. An accompanying illustra- 
tion shows a model of the one-horse or oxdrawn 
type, the covered wagon which carried the early set- 
tlers of the West across the plains in the middle 
19th century. Francis Parkman in 1846 observed 
these intrepid travelers and the territory they tra- 
versed and gave in The Oregon Trail this graphic 
description of them. “While I was in the town a 
train of emigrant wagons from Illinois passed 
through to join the camp on the prairie, and stopped 
in the principal street. A multitude of healthy chil- 
dren's faces were peeping out from under the 
covers of the wagons. Here and there a buxom dam- 
sel was seated on horseback, holding over her sun- 
burnt face an old umbrella or a parasol, once gaudy 
enough but now miserably faded. The men, very 
sober-looking countrymen, stood about their oxen; 
and as I passed I noticed three old fellows, who, 
with their long whips in their hands, were zealously 
discussing the doctrine of regeneration.” As for the 
country itself he writes, “But let him be as enthus- 


iastic as he may, he will find enough to damp his 
ardor. His wagons will stick in the mud; his horses 
will break loose; harness will give way, and axle- 
trees prove unsound. His bed will be a soft one, 
consisting often of black mud, of the richest con- 
sistency. As for food he must content himself with 
biscuit and salt provisions; for strange as it may 
seem, this tract of country produces very little game. 
As he advances, indeed, he will see, moldering in 
the grass by the path, the vast antlers of the elk, 
and further on, the whitened skulls of the buffalo, 
once swarming over this now deserted region.” 

In an accompanying illustration may be seen a 
scale model of the 1910 Buick, known as the “Buick 
Bug.” It is built on the scale of % inch to the foot 
and is a replica in miniature of the original. This 
horseless carriage was built in 1910 and continued 
through 1911. It sold for $550 and thus undersold 
such cars as the two-cylinder Maxwell. Its top 
speed was around 30 miles per hour. The wheel 
base was 79 inches, and it had two speeds forward 
and one reverse. The kit for this model can be ob- 
tained for approximately $2.50 from the Scranton 
Hobby Center, 315 Adams Ave., Scranton 10, Pa. 
This concern offers models of about 15 different 
old-time cars ranging from the famous Stanley 
Steamer and the 1906 Columbia Electric to the 
Stutz Bearcat of 1914. These models are built up of 
wooden blocks of proper size which are die-cut in 
the factory thereby minimizing the amount of cut- 
ting and shaping necessary. These blocks are ce- 
mented together in the proper pattern following the 
directions which are included in the kit. The 
fenders and the springs are made of cardboard. The 
radiator, the wheels, and the lamps are supplied 
prefabricated from a hard plastic material. 

For those to whom the fascination of fire engines 
has not faded, kits are obtainable from which prac- 
tically all the old-fashioned fire engines can be con- 
structed in miniature. Polk’s Hobby Store, 314 
Fifth Ave., New York 1, N. Y., offers models of 
old-time engines ranging from the steam pumper 
through the aerial ladder to the old hand-drawn 
hose reel. So far I have had no personal experience 
with these kits but they are advertised as being 
exquisitely detailed collectors items. 


Model Trains 


Among the most popular of all models is the 
steam locomotive and the cars that it draws. Kits 
for the construction of model trains are made in a 


wide variety of types and sizes. The hobbyist who 
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builds a model train has not only a very attractive 
display piece, but usually his model can be oper- 
ated on a track like any model train. Among firms 

. dealing in model railroad kits are Irvin R. Athearn, 
11129 Van Buren Ave., Los Angeles 44, and Cort’s, 
812 Ninth St. N.W., Washington, D. C. 

A great number of miscellaneous models can be 
built for display purposes, varying from steam 
rollers to furniture. An example of one is the can- 
non illustrated. This is a replica on the scale of % 
inch to the foot of an eight pounder field artillery 
piece of the period 1750-1820. The term “eight 
pounder” refers, of course, to the weight of the ball 
which was fired from it. Such field pieces were the 
heavy artillery of the American Revolution. They 
formed the main batteries of such forts as West 


Point on the Hudson and Fort Ticonderoga at the 
head of Lake Champlain, and were the siege guns 
which faced Cornwallis at Yorktown. The kit for 
this model was made by the Marine Model Co., 
Inc., Halesite, N. Y. 

The hobby of model building not only provides 
attractive decorative finished products but in the 
course of making them one becomes interested in 
the background of the original of the model and is 
thereby led down some interesting by-paths of 
American history. 

Lest anyone be deterred from engaging in this 
hobby because of doubts of his proficiency, let me 
say that all the models shown were made by the 
writer who certainly claims no special talent or 


ability in this field. 


“You're run down. | suggest you lay off golf for a 
while and get in a good day now and then at the office.” 
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Coming Soon From the MOSBY Press! 


NEW SECOND EDITION 


Dieckmann’ s 


THE TOXEMIAS IN PREGNANCY 


Two important approaches lie behind the production of this book, for Dieckmann is both 
a researcher and a clinician. He has reviewed all the reports published since publication 
of the first edition (1941), with which he has correlated the study of many patients with 
toxemia of pregnancy—and the result is a clear and current report on the complexities of 


the problem. 


Dieckmann presents some vital and important information for the GP whose practice in- 


cludes obstetrics and gynecology. 


Some details of the changes and additions to this new edition: 


Generally, it has been completely revised, brought 
up to date, and much of it has been entirely re- 
written. 


Considerable additional data to aid in more correct 
— of toxemias of pregnancy has been in- 
cluded 


Much new material has been added on pathology. 


Chemistry of the blood and various physiologic 
changes in the body have received great attention. 


New information about blood pressure, and espe- 
cially the normal standards for normal blood pres- 
sure and hypertension have been added. 


Additional data about liver function tests, physiol- 
ogy, and anatomy of the liver has been presented. 


New data concerning the endocrine glands, and the 


hormones of the ovaries, pituitary and adrenals have 
been discussed at length. 


Pertinent new information has been given on edema 
in preeclampsia and eclampsia, and on the factors 
which influence eclampsia. 


The various signs and symptoms have been better 
demarcated—and all recent information about com- 
plications of toxemia and the latest therapy is given. 
Obstetric treatment of eclampsia and of the non- 
conclusive toxemias of pregnancy have been given 
concerted attention. 


Much new data has been added concerning ma- 
ternal and fetal mortality in eclampsia-preeclampsia 
and vascular-renal disease. 

Considerable unpublished material concerning future 
pregnancies after preeclampsia-eclampsia has been 
included. 


By WILLIAM J. DIECKMANN, B.S., M.D. 
Mary Campau Ryerson Professor and Chairman of the Department of Obstetrics and 
Gynecology of the University of Chicago; Chief of Service of the Chicago Lying-in 
Hospital and Dispensary; Attending Gynecologist, Albert Merrit Billings Memorial Hos- 


pital of the University of 
stetrics and Gy logy. 


Chicago; Associate Editor of the American Journal of Ob- 
tion) 


The C. V. MOSBY Company, 
3207 Washington Bivd., St. Louis 3, Missouri 


n Prep 


Please enter my order for: 


Dieckmann’‘s THE TOXEMIAS OF PREGNANCY—2nd Ed. 


Ship and bill. 


[] Notify me when published. 
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Che Practitioner’s Bookshelf 


Visceral Innervation and Its Relation to Personality. By 
Albert Kuntz, M.D. Pp. 152. Price, $4.50. Charles C 
Thomas, Springfield, Ill., 1951. 


This little volume is essentially a review of the 
anatomy and physiology of the autonomic nervous sys- 
tem. All of the salient facts are presented with clarity 
and conciseness. The last chapter is devoted to the rela- 
tionships between the autonomic nervous system and 
the complex experiences of emotions and personality. 
Because the neurophysiology of personality is still im- 
perfectly understood, the author is naturally on less 
certain ground in this chapter, a fact which does not 
detract from the value of his summary of the known 
facts. 

Despite its excellence (which term applies to the 
printing and format of the book as well as to the con- 
tent), this book is not likely to be of great interest 
or value to general practitioners. The anatomy of the 
autonomic nervous system is given in a detail which 
general practitioners will not often require. Visceral 
Innervation and Its Relation to Personality is there- 
fore highly recommended but more particularly for 
neurologists and psychiatrists who wish a handy work 
of reference on this subject. 

—Ian Stevenson, M.D. 


Clinical Laboratory Diagnosis. By Samuel A. Levinson, 
M.D., and Robert P. MacFate, Ph.D. Pp. 1,146. Price, 
$12.00. Lea and Febiger, Philadelphia, 1951. 


A medical text which has reached its fourth edi- 
tion may be assumed to be a satisfactory volume. This 
book has been kept up to date and has gathered col- 
laborators in the process, a trend that is gathering mo- 
mentum in the field of medical textbooks and seems 
to be particularly essential in the field of clinical pa- 
thology which requires such diversification of knowl- 
edge and experience. 

This book was designed as a text for students and 
a reference book for clinicians and pathologists. In 
this effort it is extremely successful since it covers the 
field of chemistry, hematology, serology, bacteriology, 
and toxicology as adequately as is necessary for the 
average hospital or clinical laboratory and presents in 
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addition a very satisfactory chapter on laboratory as- 
pects of pediatrics. 

The choice of tests is wise. Levinson and MacFate 
have with some courage limited themselves to one test 
of a kind thus preventing their readers from becoming 
hopelessly enmeshed in indecision as to which test 
should be performed. 

The always present difficulty of deciding which new 
procedure to adopt and which to omit has been 
solved, I think, with considerable acumen. Among 
others, such tests are the insulin-glucose test for com- 
pleteness of vagotomy, the Thorn tests for adrenal in- 
sufficiency, and the Wilder-Power tests are included. 

The methods for Rh determination are more than 
adequate and include the Coombs’ test and others. 

The charts and tables are clearly presented and the 
illustrations for the most part are reasonably modern, 
though I am getting a little tired of the illustration, 
which seems a bit antiquated, of apparatus for removal 
of gastric contents. I missed too, a technique for intra- 
venous glucose tolerance test and could not find a 
reference to the VDRL test for syphilis which is attract- 
ing some attention now. 

These, however, are minor criticisms and in no way 
mar the value of this extremely adequate text, and if 
one were limited to only one book on laboratory diag- 
nosis and technique, I believe this text would be a 
wise choice for student, instructor, or clinician. 

—R. O. Muertuer, M.D. 


Factors Regulating Blood Pressure. Edited by Benjamin 
W. Zweibach and Ephraim Shorr. Pp. 238. Price, 
$3.75. The Josiah Macy, Jr., Foundation, New York, 
1951. 


In reading this fifth and last conference on Factors 
Regulating Blood Pressure, one finds himself in a con- 
ference room listening to a series of informal papers 
presented by the leading authorities in cardiovascular 
research, each man expounding on his own investiga- 
tions and proposing original theories in an attempt to 
clarify the etiology not only of hypertension but also 
arteriosclerosis. A heated discussion follows each pres- 
entation, giving the reader an opportunity to view all 
sides of the question. 
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in the office... 


sick people 


need nutritional support 


Whether vitamin deficiencies be 
acute or chronic, mild or severe, for 
truly therapeutic dosages specify 


THERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 
Each Capsule contains: 


Vitamin A (synthetic) 25,000 U.S.P. units 


Vitamin D 1,000 U.S.P. units 
Thiamisie Mononitrate 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 


| Bottles of 30, 100 and 1,000. 


1S A TRADEMARK OF E.R. SQUIBB & SONS, 


Unlike the previous conferences, arteriosclerosis is 
the main topic for discussion. The chemical abnormal- 
ities including the role of blood lipids in experimental 
arteriosclerosis and the relationship of lipoproteins to 
the development of atherosclerosis are thoroughly dis- 
cussed by Drs. Barr, Kendall, and Gofman. 

Dr. Dock and Dr. Lansing present the pathologic 
counterpart with discussions on blood flow, blood pres- 
sure, and intimal thickness as factors in localizing 
atheroma formation, and changes in the media in 
human arteriosclerosis and hypertension. Finally, 
studies on experimental hypertension and atheroscle- 
rosis, and the effect of experimental renal hypertension 
on experimental cholesterol atherosclerosis are pre- 
sented by Dr. Katz and Dr. Wakerlin. 

Each paper is well prepared and interestingly writ- 
ten. Each author is relating investigations from his 
own laboratory and presenting facts from his own wide 
experience. 

This book is most valuable to the clinical investiga- 
tor, giving him a complete authoritative coverage of 
experimental arteriosclerosis and hypertension. It will 
serve as an excellent reference for the internist and 
cardiologist, but since emphasis is on the experimental 
approach, these transactions offer little—in a practical 
way—to the general practitioner. 

—Frank A. Finnerty, Jr., M.D. 


Micro-Arteriography. And Other Radiological Techniques 
Employed in Biological Research. By Alfred E. Barclay. 
Pp. 102. Blackwell Scientific Publications, Oxford, 
1951. 


This is an epoch-making book showing how the 
arterioles in the kidneys and stomach and other organs 
can be studied by a combination of opaque injections 
and roentgenography. 


—W. C. Atvarez, M.D. 


Internal Medicine. By John H. Musser, M.D. Edited by 
Michael G. Wohl, M.D. Pp. 1,563. Price, $15.00. 5th 
Ed. Lea and Febiger, Philadelphia, 1951. 


Writing an adequate review of a textbook of medi- 
cine is no easy task, but it surely is easier than editing 
the book. Dr. Michacl G. Wohl deserves special com- 
mendation for his splendid work as editor of the fifth 
edition of Musser’s Internal Medicine. 

This is a book in the traditional style, with em- 
phasis on the practical rather than the theoretical. The 
various sections were written by well-known authori- 
ties. In some instances, a section has a number of con- 
tributors. Nevertheless, the integration of material is 
generally good. 

There are good illustrations—a fair number in color 
—and they have been carefully selected with a view to 
their practical value. There does not seem to be a 
single picture which just fills space. A clever trick 
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was the inclusion of a photograph from the motion 
picture, “King Solomon’s Mines.” It depicts a tall 
African tribesman and points up to the fact that 
gigantism may originate from genetic rather than pitu- 
itary cause. 

The format and typography are good. The index is 
only fair; more cross-indexing would be helpful. The 
content of a book as large as this cannot be appraised 
by reading the book—at least not by this review_r 
Therefore an attempt has been made to evaluate its 
usefulness by keeping it on the desk for reference over 
a two-month period. During this same time, a third- 
year medical student has used the book in a similar 
manner. It is our opinion that the book met this test 
quite well. We believe it measures up to the purpose 
outlined for it by Dr. Wohl—“ . . . a comprehensive 
survey . . . designed primarily for the medical student 
and the physician engaged in general practice.” 
—Hueu H. Hussey, M.D. 


Price, $2.00. Medical Economics, Rutherford, New 
Jersey, 1951. 


Physicians engaged in group practice or interested 
in forming or joining a group will find this portfolio 
most helpful. The portfolio contains reprints of twelve 
articles published in the past four years in the maga- 
zine Medical Economics. It is undoubtedly the best 
collection of practical information on group practice 
available. The articles are short, factual, and inter- 
estingly written. One article, “Group Practice—Is It 
For You,” is an excellent analysis of the advantages 
and disadvantages of group practice that should enable 
a physician to determine for himself if he is suited for 
that method of practice. 

Another article, “Organizing a Medical Group,” 
offers suggestions based upon experience of successful 
groups. The articles are written by men actively en- 
gaged in medical business management, and include 
reports of surveys on group practice conducted by 
Medical Economics. 

—Cuar.es E. Nyserc 


Developmental Diagnosis. Normal and Abnormal Child 
Development. By Arnold Gesell, M.D., and Catherine 
S. Amatruda, M.D. Pp. 496. Price, $7.50. 2nd Ed. 
Paul B. Hoeber, New York. 


This is one of the great books of all time. It is a 
record of 35 years of study by Dr. Gesell and his asso- 
ciates as they examined thousands of children year 
after year. Using this technique they learned what the 
normal abilities and behaviors of an infant or child are 
at any particular time after birth. Obviously the great 
value of knowing what a normal child, at a given age, 
should be able to do is that it will enable a physician 
to recognize the fact that another child is mentally 
slow or defective. Treatment can be begun early when 
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Portfolio of Articles on Medical Groups and Partnerships. 
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sick people 


need nutritional support 


When you want truly therapeutic 
dosages of all vitamins indicated 
in mixed vitamin therapy specify 


SQUIBB 


THERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


Vitamin A (synthetic) 25,000 U.S.P. units 
Vitamin D 1,000 U.S.P. units 
Thiamine Mononitrate 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000. 


*“THERAGRAN’ tS A TRADEMARK OF E. R. SQUIBB & SONS. 
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Fabricant: MODERN MEDICATION OF THE EAR, NOSE AND THROAT 
By Noah D. Fabricant, M.D., University of Illinois College of Medicine. 

“Dr. Fabricant has succeeded in presenting a usable volume of intelligent everyday thera- 
peutics and this volume will be of value to the physician who must treat the more common 
conditions of the ear, nose and throat.”—U. S. Armed Forces Med. Bull. 

245 pages 20 illustrations $5.75 


Bronisch: THE CLINICALLY IMPORTANT REFLEXES 
By Dr. Med. Friedrich W. Bronisch. First American edition revised and enlarged by Clemens 
E. Benda, M.D., Walter E. Fernald State School, Waverly, Mass. 

This manual will serve every physician as a guide to the most exact and at the same time 
one of the most common of all neurologic examinations—testing and interpretation of the reflexes. 
As a tool for everyday practice and as a diagnostic reference this book is immediately usable. 

88 pages 49 illustrations, most in 2 colors $4.75 


Storch: FUNDAMENTALS OF CLINICAL FLUOROSCOPY 
With Essentials of Roentgen Interpretation 
By Charles B. Storch, M.D., Beth-El Hospital, New York. 

“. .. merits the attention of everyone doing diagnostic x-ray work, but will prove particu- 
larly valuable—even indispensable—to the internist or general practitioner . . . ought to be read 
by every clinician.”—Am. J. Digest. Dis. 

205 large format pages 217 illustrations $6.75 


Bauer: DIFFERENTIAL DIAGNOSIS OF INTERNAL DISEASES 
Clinical Analysis and Synthesis of Symptoms and Signs 
By Julius Bauer, M.D., College of Medical Evangelists, Los Angeles. 
“In masterly fashion, this book presents a vast storehouse of information relating to the 
art of medical diagnosis.”—Postgrad. Med. 
884 pages 56 illustrations $12.00 


schapiro: A MANUAL OF PARASITOLOGY 

For Medical Students and Beginners 
By Mark M. Schapiro, M.D., M.S., F.I.S.C., Fellow, Royal Society of Tropical Medicine, 
London. Foreword by Sir Philip Manson-Bahr. 

This is a concise and up-to-date manual providing a ready reference to the important clini- 
cal aspects of parasitology. For the practicing physician as well as the student Dr. Schapiro’s. work 
fulfills the need for a practical parasitology manual. 

150 pages 23 illustrations $5.50 


Allen: THE KIDNEY—Medical and Surgical Diseases 
By Arthur C. Allen, M.D., Memorial Hospital, New York. 

“This text should be a must in reading for all physicians, the general practitioner or the 
specialist, the graduate or the undergraduate student, the clinician and the laboratory worker. 
It may well become the standard ue in the field of diseases of the kidney during the 
coming span of years.”—Surg., Gynec. & Obstet. 

582 pages 1115 illustrations $15.00 


METABOLISM—Clinical and Experimental 
Samuel Soskin, M.D., Editor-in-Chief; Fuller Albright, M.D., Consulting Editor. 

A new journal which promises correlative coverage in a field which has, until now, lacked 
a truly integrative approach through medical journalism. METABOLISM will give up-to-date 
any of the metabolic aspects of nutrition, endocrines, genetics, dystrophies, diabetes and 


gout. It will deal with those metabolic problems which reach into the day-by-day experience of 
every physician, be he practitioner or investigator. 
96 pages per issue bimonthly annual subscription $9.00 


GRUNE & STRATTON, INC. 


New York 16, N.Y. 
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a physician quickly recognizes signs of a cerebral birth 
injury, blindness, deafness, or feeblemindedness. 
There is a valuable section on the physician’s role 
in the common problem of helping people to adopt a 
child. 
—W. C. Atvarez, M.D. 


Physical Medicine and Rehabilitation for the Clinician. 
Edited by Frank H. Krusen, M.D. Pp. 371. Price, 
$6.50. W. B. Saunders Company, Philadelphia, 1951. 


This book has 39 chapters; and besides the editor, 
Dr. Frank H. Krusen, 24 contributors, each with one 
or more articles. 

The personality of each contributor is stamped in- 
delibly on his work so even an editor has not been 
able to make it a homogeneous work, in spite of its 
four main divisions. 

Some of the expressions of opinion by the various 
authors are debatable, though by and large most of 
the articles are factual and some of little more value 
than sources of information. 

This is a work for the mature student who has the 
time to read slowly and thoughtfully. It is less valu- 
able as a book for quick reference. Chapters 22, 31, 
and 38 are worthy of detailed study. 

This book has a limited place in the library of the 
general practitioner. Most readers might wish it were 
more condensed. 

—Joun Fowter, M.D. 


Diseases of the Endocrine Glands. By Louis J. Soffer, 
M.D. Pp. 1,142. 88 illus. Price, $15.00. Lea and 
Febiger, Philadelphia, 1951. 


This book gives a complete survey of diseases of the 
endocrine glands, including both the clinical, as well 
as the physiologic aspects of the subject. The author 
has succeeded in adequately covering the field, being 
assisted by three of his colleagues in writing several 
sections of the book. In addition to the detailed text, 
relatively complete bibliographies are appended to each 
chapter, and a useful section describing laboratory 
tests of endocrine function is appended. The wide and 
successful experience of the authors in the field of en- 
docrinology is reflected in the completeness of their 
book. The chief defect of the: volume has resulted 
from their failure to accord proper importance to dif- 
ferent fields; for example, approximately a quarter of 
the book is devoted to the adrenals, which is entirely 
out of proportion to the importance of these organs as 
observed in clinical practice. Space is also devoted 
to discussions of impractical and disputable subjects. 
It is unfortunate that the author did not edit his ma- 
terial more carefully and condense it to a smaller vol- 
ume which would have enhanced the value of the 
book to the general practitioner. The illustrative case 
reports are helpful and well chosen; more and better il- 
lustrations would have been desirable. 
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In general, however, the general practitioner will 
find this book of value for the diagnosis and treatment 
of endocrine diseases. 

—ArtTHuR M.D. 


Scholarships, Fellowships and Loans. By S. N. Feingold. 
Pp. 312. Price, $6.00. Volume II. Belman Publishing 
Co., Inc., Boston, 1951. 


This is a companion volume to Volume I published 
under the same title by Mr. Feingold, wherein are 
listed nearly $20,000,000 of student aid. The present 
volume contains complete information on more than 
7,000 scholarships, fellowships, and loans administered 
by 245 separate agencies. In each case the qualifica- 
tions, funds available, special fields of interest and in- 
formation, and the agency to which applications should 
be directed are listed. 

While this reference work might be of interest to 
many physicians interested in obtaining scholarships 
or fellowships for their children engaged in under- 
graduate study, there are surprisingly few sources for 
financial aid for medical education. Nearly all schol- 
arships and fellowships listed under the heading 
“Medicine” pertain to research. Several scholarship 
and loan funds available from state medical associations 
for medical study are listed, however. 

—Mac F. Canar 


An Introduction to Materia Medica and Pharmacology. 
By Elsie E. Krug, R.N., and Hugh A. McGuigan, M.D. 
Pp. 612 with 37 illus. 10 color plates. Price, $4.25. 
6th Ed. The C. V. Mosby Company, St. Louis, 1951. 


With the ever-changing advances in therapeutics 
and the almost daily appearance of such new drugs as 
Cortisone, PAS, radioactive isotopes, and the nitrogen 
mustards, texts of this type are beginning to enjoy a 
better consumer market. This particular book, how- 
ever, is intended primarily for the student nurse. As 
might be expected, therefore, it is quite elementary in 
context. It devotes more than half of its pages to defi- 
nitions of basic pharmaceutic preparations, pharmaceu- 
tic arthmetic, hypodermic technique, and suggestions 
for the administration of medicines to children and 
psychiatric patients. 

In general this textbook would have little appeal 
and questionable value for the practicing physician. 

—A. R. Marsicano, M.D. 


Cardiac Pain. By Seymour H. Rinzler, M.D. Pp. 139. 
Price, $3.75. Charles C Thomas, Springfield, IIl., 
1951. 


This is one of the monographs of the American 
Lecture Series, and compares favorably with others in 
the series. It begins with a history of cardiac pain— 
the average reader will not be very attentive to this 
chapter. Nerve pathways of the heart are next dis- 
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Be ready with the latest 
information. Read... 


THE FACTS OF LIFE 
From Birth to Death 


by Louis I. Dublin, Ph.D. Everyone who comes into your office is vitally 
concerned with the facts of human life. They continually ask you questions 
about birth, marriage, health, longevity and the factors influencing them. 
Now you can be prepared with the latest statistical information about 
diabetes, cancer, influenza, pneumonia, what progress modern medicine has 
made in controlling disease, what health services are available to your 
patients in their community, and much more. You can save many hours of 
your valuable time in answering these questions by being statistically up to 
date. Many years of research by the statistical staff of the Metropolitan 
Life Insurance Company have gone into the writing of this book. You'll 
want to read this amazing almanac of topical discussions on health prob- 
lems yourself and leave it in your waiting room for your patients to look 
through. $4.95 


THE CHILD UNBORN 


by R. J. Harrison, D.Sc., M.B. You'll save your time and help your patients, 
too, by recommending this instructive, straightfordward book on the beginning 
of human life. Here is information on the muscular, glandular, and nervous 
changes in the mother during and after pregnancy; the fetal development of the 
child from 1 to 40 weeks; the 3 stages of labor; diet for the mother before and 
after childbirth; the causes of twins; and more. You'll want to read this sound 
book and recommend it to many of your patients. Illustrated. $3.00 


and these other new publications 


HEART DISEASE, 4TH ED. /y Pail D. White, M.D. $12.00 


HOSPITAL STAFF APPOINTMENTS OF PHYSICIANS IN NEW YORK CITY 
by Hospital Council of Greater New York $3.25 


TONSIL AND ALLIED PROBLEMS 2) Roy H. Parkinson, M.D. $12.00 


P-Q-R-S-T: A Guide‘to Electrocardiogram Interpretation, 3RD ED. 
by J. E. F. Riseman, M.D. prob. $4.50 


The Macmillan Company ® 60 Fifth Avenue © New York u} 
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cussed briefly, as a prelude to the mechanism of pro- 
duction of cardiac pain. This third chapter is the lar- 
gest of the book. The clinical aspects of this chapter 
have the virtue of simplicity. The differential diag- 
nosis of conditions simulating causes for heart pain is 
remarkably thorough. 

Chapter IV concerns medical therapy. It is very 
complete and gives the reader clear insight into the 
author’s large personal experience. The last chapter 
CV) covers surgical therapy, including techniques of 
using ethyl chloride spray and procaine infiltration for 
diagnosis and treatment. Here the illustrations are very 
helpful. 

Altogether, this is a monograph worth reading. The 
enormous list of references will be valuable to the 
reader who wishes to explore the subject further. 

—Hucx H. Hussgy, M.D. 


The Photography of Patients. By H. Lou Gibson. Pp. 118. 
Price, $5.50. Charles C Thomas, Springfield, Ill, 
1952. 


Tuas is an excellent little volume and much needed 
by those who attempt to illustrate medical literature 
with photographs. A little study of this book would do 
a great deal to make our medical photography come out 
of the doldrum in which it now rests. The examples 
of photography in the book are excellent. Mr. Gibson 


is from the Medical Division of the Eastman Kodak 
Company. The work they turn out is beyond reproach. 
All the illustrations for the book are from the files of 
Eastman Kodak Company. If one can level a criticism 
at this volume it would be that Mr. Gibson sticks too 
closely to the Eastman line. For example, in the dis- 
cussion of cameras he does not mention the popular 
graphic and graflex cameras (not made by Eastman). 
Also not mentioned is the very versatile 2%4x3%4 and 
3%4x4% folding camera with double extension bellows 
and adjustable front of the Kodak Recomar type (no 
longer in the Eastman catalogue). He also forgot to 
mention the use of Leica, Contax and Exacta all of 
which happen to be very popular with doctors. But 
this is a minor criticism because those interested in the 
making of good pictures for illustration purposes, and 
using these cameras, must of necessity have in their 
libraries the volumes published particularly about the 
use of these cameras. Any good camera can be readily 
adapted to the practices taught in this book. Much of 
the material published here has been published else- 
where or in pamphlets by the Eastman Kodak Com- 
pany but it gains greatly by being brought together 
in one volume. I recommend this book highly to any- 
one who aspires to record or show visually to others 
the interesting medical things he has seen. 

—Srantey R. Truman, M.D. 


ANOTHER RECENT A (YT A 


HIGHLIGHTS OF THE BOOK 


* It deals with current developments in 
the field of ACTH, Cortisone, STH and 
the Adaptation Syndrome in general. 


* It presents a new unified theory of medicine. 
* It acts as a guide to the entire literature on Stress. 


PUBLICATION 


FIRST ANNUAL REPORT 


SUPPLEMENT TO THE MONOGRAPH “STRESS” 


ON STRESS 


sy HANS SELYE 


M.D., PH.D. (PRAGUE) 
D.Ss. (McGILL) F.R.S.C. 


* It combines an extensive classified index of pertinent facts on the stress 
problem and a concise textbook-like evaluation of the principal findings. 


* It marks the start of an annual series of such reports which will embody the 


latest developments with ACTH, Cortisone and STH. 


Other works by the same author: 
“TEXTBOOK OF ENDOCRINOLOGY” . 
“OVARIAN TUMORS” .....-. 


644 pages, numerous illustrations and references - - 


$10.00 plus .34c postage 


$14.00 .48c postage 
$13.50 + .44c postage 
$22.75 .86c postage 


ACTA INC. 
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THE “OVER 40” ARTHRITIC 


Many a case of painful arthritis in the “over 40” age- 
group—those most susceptible to gouty arthritis— 
will respond to Cinbisal. 

Cinbisal combines colchicine with salicylate — both 


effective in producing urate diuresis and relieving 


arthritic pain. Inclusion of a protective dose of 
ascorbic acid assures adequate replacement of this 
essential factor during salicylate therapy. 


EACH TABLET CINBISAL CONTAINS: 


0.25 mg. (1/250 gr.) 
0.3 Gm. (5 gr.) 


SUGGESTED DOSAGE: 
One or two tablets every four hours. 


SUPPLIED: Cinbisal is available in bottles of 100 and 1000 tablets 
(Engestic® coated green). 


Samples on request. 


CINBISAL 


*Trade-Mark of McNeil Laboratories, Inc. 
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Hydergine—A New Product and New Approach 
To Peripheral Vascular Diseases 


Investigation of a new approach to the treatment of peripheral vascular diseases and 
hypertension has established the practical value of hydrogenated ergot alkaloids. 

Development of these alkaloids in the. SANDOZ LABORATORIES, study of their 
properties and evaluation of their usefulness by clinicians are the groundwork for the thera- 
peutic application of Hydergine ampuls. Hydergine consists of hydrogenated derivatives of 
the three alkaloids in the “ergotoxine group”: dihydroergocornine, dihydroergocristine and 
dihydroergokryptine. 


Hydergine Placebo Hydergine 
ii 1 30 


Blood 
pressure 


Symptoms 7 


Replacement of Hydergine by placebos caused blood pressure to rise immediately 
while resumption of treatment with Hydergine produced renewed fall in blood pressure 


The above typical case is taken from our research files. Additional data shows a peri- 
pheral vasodilator action, adrenergic blockade, and central dampening of pressoreceptive re- 
flexes by Hydergine. 

The average dose of Hydergine in the treatment of hypertension and peripheral vas- 
cular disease is 0.3 mg. — 0.6 mg. (1-2 ampuls) daily or every other day. 


Sandoz Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 


GP @ Volume V, Number 3 


ys 0 20 
NS 
NA 
118 


Academy Reports and News 


1952 SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF GENERAL PRACTICE 


Atlantic City Convention Hall, March 24-27 


THE 


In view of the democratic spirit pervading the 
American Academy of General Practice, it is only 
natural that each member, as he reads the an- 
nouncement of the 1952 Scientific Assembly Pro- 
gram, should ask some questions. What was the 
thinking that led to the final draft? What is the 
general philosophy of the Committee? And, again 
in harmony with the democratic spirit, the Com- 
mittee should do its best to answer these questions. 

With a background of three years of program 
planning, the Committee for the 1952 Scientific 
Assembly did have advantages over former program 
planners, but with these advantages came added 
responsibilities. To present something “bigger and 
better” was no easy task. 

An eager audience isa real challenge. The greater 
the interest in the Assembly, the more deeply must 
the program planners delve into the possibilities. 
The most severe critic no doubt recognizes the limi- 
tations imposed by so short a meeting. To present 
the maximum of good material for the greatest num- 
ber is of prime concern to the program directors. 

The interests of the general physician are varied. 
There are some who are just beginning their prac- 
tice and others who have had a rich experience. 
There are rural and urban practices. The demands 
on every general physician are multitudinous. To 
him come patients with early and obscure symp- 
toms demanding diagnostic acumen. This is in di- 
rect contrast to the more advanced pathology that 
gravitates to the specialist group. The general phy- 
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1952 SCIENTIFIC ASSEMBLY 


1S A PLANNED PROGRAM 


sicians are truly “front men” for the medical pro- 
fession. 

In this day of great social change, and in a so- 
ciety of ever-accelerating tempo, it is necessary that 
the medical profession take a keen interest in public 
relations. Here the family doctor has unlimited chal- 
lenges and opportunities. Since the general physi- 


Joseph Lindner, M.D. Chairman of the Committee 
on Scientific Assembly, who is responsible in large 
part for the constructive and comprehensive pro- 
gram developed for the meeting in Atlantic City. 
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cian comes close to the problem, it is vital that he 
be ready to discuss community affairs and to fit 
himself into the community picture. 

With the rapid changes and new developments 
in the field of medicine, it is extremely difficult for 
the general physician to keep abreast of the times. 
Many busy physicians feel that all of their post- 
graduate effort should be directed toward obtaining 
“nuggets” of information; but “nuggets” of informa- 
tion are of value only against a background of basic 
scientific knowledge. 

In the realm of program planning for medical 
meetings, there are two accepted types: First, the 
program that consists of a number of unrelated sub- 
jects, each paper presenting a single phase of medi- 
cal interest; second, a program covering several 
areas with related subject material for each area. 
In addition the panel discussion has gained great 
favor and popularity. The Committee has chosen 
to emphasize the area type of program for the 1952 
Scientific Assembly, and is devoting only a minor 
portion of the time to the single-subject paper. We 
have selected the areas of Public Relations, Prob- 
lem Ages, Alcoholism, Obstetrics, “What's New 
In Medicine?” and Orthopedic Surgery. 

This is only a beginning. After the subject areas 
and their related subjects have been chosen, there 
remains the still more important task of selecting 
the teachers. Here again many problems arise. Few 
people have a comprehensive knowledge of the out- 
standing teachers. Everyone is aware that many ex- 
cellent physicians are not good teachers; also, that 
the unique quality required for good teaching is 
comparatively rare. The Committee made every ef- 
fort to bring to our audience speakers who are not 
only technically competent but also inspiring. De- 
veloping this phase of a medical program is along 
and arduous task. 

With the subject chosen and teachers selected, 
the next great task is writing the invitational let- 
ters. Since, for various reasons, not every invited 
teacher is able to accept, substitutions must be 
made. After this laborious task of assembling the 
speaking group, the next job consists in issuing 
to each speaker “Suggestions for Developing Talks,” 
so the prospective essayist will have a definite idea 
of what he should emphasize in his discussion. In 
the area type of program, each speaker must be 
aware of the other presentations in order that there 
be no duplication. This, in brief, gives you a picture 
of the work a committee must do to bring a finished 
program to our national Assembly. 

Because the Committee was desirous of present- 
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ing something “bigger and better” in 1952, great 
effort was expended in co-ordinating the scientific 
exhibits with the Scientific Assembly. Furthermore, 
the Committee hopes to make the scientific exhibits 
inherently as much a teaching phase of the As- 
sembly as the scientific papers themselves. Exhibits 
of real interest to the physician have been arranged. 

It is obvious that some subjects can be taught 
more effectively by motion picture film than by a 
speaker on a rostrum. Technical procedures can be 
taught better by demonstration than by verbal de- 
scription. Recognizing these possibilities, the Pro- 
gram Committee has arranged for a comprehensive 
moving picture demonstration. 

Probably one of the most important functions of 
the Committee is to keep an awareness, not only 
of the general problem of arranging the program, 
but also of any shortcomings. It is recognized that 
certain phases of general practice have not been 
included in the 1952 Assembly. The Committee 
has given serious thought to projecting the pro- 
grams over a period of two to three years so that our 
members may be apprised of what is to come. 

One of the most outstanding accomplishments 
of 1951 was the issuing of Program Notes. This 
was new for the American Academy of General 
Practice. It was met with such enthusiasm that it 
was adopted as a permanent feature of our Sci- 
entific Assemblies—with the name changed to the 
more inclusive term of “Abstracts.” For the 1952 
Assembly the Program Committee has been ex- 
pending a great deal of effort on the preliminary 
planning for these “Abstracts.” Each speaker and 
exhibitor has been requested to have his material 
ready before the Assembly. Ralph Marsicano, M.D.., 
of Columbus, Ohio, has been appointed to act as 
editor of this publication. You can be assured of a 
quality edition of “Abstracts.” 

A membership constructively critical of the Sci- 
entific Assemblies and their inherent faults will 
lead to future progress in the field of American 
Academy activity. We must feel the pulse of our 
entire group in order to present the ultimate in sci- 
entific assembly programs. It is the earnest request 
of the Committee that criticisms be submitted. We 
should like to know what subjects you wish to have 
presented. We are interested in learning what mis- 
takes we have made. 

The Committee on Scientific Assembly is aware 
of an important question in the minds of members 
of our organization: Why should our members at- 
tend the Annual Scientific Assembly of the Amer- 
ican Academy of General Practice? Although the 


THE AMERICAN ACADEMY 
OF 


GENERAL PRACTICE 
TAKES PLEASURE IN ANNOUNCING 


The Mead Johnson Award 


FOR POST-GRADUATE TRAINING 
IN GENERAL PRACTICE 


Five Equal Awards Of One Thousand Dollars Each 
Will Be Presented Annually To Five Medical Students Or Interns 
To Help Them Pursue A Year Of Residency Training 


In General Practice 


Recipients will be chosen annually by the 
“Mead Johnson General Practice Award Committee” 
Appointed from the Aeademy Membership ty the Board of Directors of 
The American Academy of General Practice 
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Assembly is, in essence, an educational program, 
the Convention as a whole is a beautiful demon- 
stration of how the organization functions and re- 
veals its true spirit and purpose. 

The American Academy of General Practice has 
been in existence only five years. It has grown 
faster, has developed more vigorously, than any 
other organization that has so far appeared on the 
medical horizon. Although still in its infancy, it 
is safe to predict that it will continue to have tre- 
mendous growth and to have a great influence for 


Tue American Academy of General Practice has 
never looked upon its commercial “guests” at the 
Annual Assemblies as either participants in a side- 
show designed to titillate the attending physicians 
—or merely as the “angels” who pay the freight and 
make the Assemblies financially possible. 

The Academy has consistently held to the view 
that its technical exhibitors are an essential part 
of the educational process for which these Assem- 
blies are created. Recognizing that a high propor- 
tion of medical research is created or sponsored by 
these manufacturers, and that, year after year, they 
make substantial contributions to progress in medi- 
cal therapy and techniques, we invite them to par- 
ticipate in our meetings in order that our members 
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TECHNICAL EXHIBITS ARE EDUCATIONAL 


the betterment of the practice of medicine. For our 
membership and other physicians in general prac- 
tice, it seems logical that it should be imperative 
to become acquainted with the organization in all 
its aspects. Certainly, the Scientific Assembly is 
one of the most important of those aspects. 

We feel confident that every physician who takes 
the time to attend the 1952 Scientific Assembly of 
the American Academy of General Practice will 
return home convinced that he is better able to 
practice medicine, as a result. 


may make closer acquaintance with the new things 
they are offering. So each year we urge physicians 
to seek out these exhibitors, to examine their wares, 
and to ask questions of their representatives. 

This year there is even more reason to make the 
technical exhibits a part of your education program. 
You will find a majority of them featuring prod- 
ucts directly related to the subject areas covered by 
the lectures and scientific exhibits. This integra- 
tion of the commercial with the academic is not, of 
course, practicable in every instance. But almost 
without exception these exhibitors have indicated a 
sincere interest and wish to co-operate with the in- 
tegrated objectives of this Fourth Annual Scientific 
Assembly. 


Abbott Laboratories Blakiston Company Ciba Pharmaceutical Products, 
Alcon Laboratories, Incorporated Borcherdt Malt Extract Company Incorporated 
Alkalol Company Borden Company Clark & Clark 
W. D. Allison Company Brewer & Company, Incorporated Clersite Company 
A. S. Aloe Company Bristol-Myers Company The Coca-Cola Company 
American Can Company Brown & Williamson Tobacco Columbus Pharmacal Company 
American Hospital Supply Corporation Corporation F. A. Davis Company 
American Journal of Medicine Burdick Corporation Davies, Rose & Company, Ltd. 
American Safety Razor Corporation Burroughs Wellcome & Company Davis & Geck, Incorporated 
Ames Company, Incorporated CU.S.A.) Incorporated Davol Rubber Company 
Arlington Chemical Company R. J. Reynolds Tobacco Company Denver Chemical Manufacturing 
Armour Laboratories (Camels) Company, Incorporated 
B. F. Ascher & Company, Incorporated Cameron Heartometer Company De Puy Manufacturing Company, 
Association of American University Cameron Surgical Specialty Company Incorporated 

Presses Chicago Dietetic Supply House, Desitin Chemical Company 
Ayerst, McKenna & Harrison, Ltd. Incorporated Devereux Schools 
Baker Laboratories, Incorporated Carnation Company The DeVilbiss Company 
W. A. Baum Company, Incorporated G. W. Carnrick Company Doak Company, Incorporated 
Becton-Dickinson & Company Central Pharmacal Company The Doho Chemical Corporation 
J. Beeber & Company S. H. Camp & Company Duke Laboratories, Incorporated 
Beech-Nut Packing Company Chilcott Laboratories Eastman Kodak Company 
The Bib Corporation Church & Dwight Company, Eaton Laboratories 
Bilhuber-Knoll Corporation Incorporated Eisele & Company 


No. 1 of a series 


In the treatment of alcoholism with "Antabuse"... 


Q. What is the dosage schedule 
for the initial phase of 
treatment and for maintenance? 


A. Briefly, one "Antabuse" 
tablet daily for two or three 
weeks is recommended, at which 
time an alcohol trial may be 
given. The great majority of 
patients may then be main-— 
tained with one-half tablet 


daily. 


The above is typical of the countless questions 
received from the medical profession. Should you 
require further information regarding this or any 
other aspect of "Antabuse" therapy, please feel free 


to call on us. Descriptive literature is available 
on request. 


Brand of specially prepared and highly purified tetraethylthiuram disulfide 
.-.a "chemical fence" for the alcoholic 
Supplied in tablets of 0.5 Gm., bottles of 50 and 1,000 


Ayerst, McKenna & Harrison Limited 
New York, N.Y. Montreal, Canada 
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Electro-Physical Laboratories, 

Incorporated 

Endo Products, Incorporated 

Ernst Bischoff Company, Incorporated 

Ethicon Suture Laboratories 

Evaporated Milk Association 

Fellows Medical Manufacturing 
Company, Incorporated 

C. B. Fleet Company, Incorporated 

General Electric X-Ray Corporation 

General Foods Corporation 

Gerber Products Corporation 

Geigy Company, Incorporated 

Otis E. Glidden Company, Incorporated 

Gomco Surgical Manufacturing 
Corporation 

Grune & Stratton, Incorporated 

Hamilton Manufacturing Company 

Hanovia Chemical & Manufacturing 
Company 

The Harrower Laboratory, Incorporated 

H. J. Heinz Company 

Paul B. Hoeber, Incorporated 

Hoffmann-La Roche, Incorporated 

Holland Rantos Company, Incorporated 

Homemakers’ Products Corporation 

Irwin, Neisler and Company 

Ives-Cameron Company, Incorporated 

Jones Metabolism Equipment 
Company, Incorporated 

The Kelley-Koett Manufacturing 
Company 

Kellogg Company 

C. B. Kendall Company 

H. W. Kinney & Sons, Incorporated 

Charles B. Knox Gelatine Company, 
Incorporated 

Lakeside Laboratories, Incorporated 

Lanteen Medical Laboratories, 
Incorporated 

Lea & Febiger 

Lederle Laboratories, Incorporated 

The Liebel-Flarsheim Company 

Eli Lilly & Company 

J. B. Lippincott Company 

P. Lorillard Company 


FROM ‘‘THE 


CRACKER 


The S. E. Massengill Company 

F. Mattern Manufacturing Company 

The Macmillan Company 

McNeil Laboratories, Incorporated 

Mead Johnson & Company 

Medco Products Company 

Medical Aids, Incorporated 

Medical Case History Bureau 

Medical Film Guild 

The Medical Protective Company 

Merck & Company, Incorporated 

William S. Merrill Company 

Miller Surgical Company 

Monsanto Chemical Company 

The C. V. Mosby Company 

M &R Dietetic Laboratories, 
Incorporated 

National Dairy Council 

The National Drug Company 

Nepera Chemical Company, 
Incorporated 

The Nestle Company, Incorporated 

Ortho Pharmaceutical Corporation 

Parke, Davis & Company 

E. L. Patch Company 

Pet Milk Company 

Chas. Pfizer and Company, 
Incorporated 

Philip Morris & Company, Ltd., 
Incorporated 

Picker X-Ray Corporation 

Pitman-Moore Company 

Plastishield, Incorporated 

W. F. Prior Company 

Procter & Gamble Company 

Professional Equipment Company 

Ralston Purina Company 

Raytheon Manufacturing Company 

Riker Laboratories, Incorporated 

Ritter Company, Incorporated 

A. H. Robins Company, Incorporated 

J. B. Roerig & Company 

Rystan Company 

Sanborn Company 


Schenley Laboratories, Incorporated 

Schering Corporation 

Schieffelin & Company 

The Scholl Manufacturing Company, 
Incorporated 

G. D. Searle & Company 

Shampaine Company 

Sharp & Dohme, Incorporated 

Smith-Dorsey Company 

Smith, Kline & French Laboratories 

Spencer, Incorporated 

E. R. Squibb & Sons 

Stethetron Sales Company 

R. J. Strasenburgh Company 

Strong Cobb & Company, Incorporated 

Stuart Company 

Swift & Company 

Tampax, Incorporated 

Testagar and Company, Incorporated 

Travenol Laboratories, Incorporated 

Marvin R. Thompson, Incorporated 

Universal Products Corporation 

The Upjohn Company 

U. S. Vitamin Corporation 

Vaisey-Bristol Shoe Company, 
Incorporated 

Vanpelt-Brown, Incorporated 

Varick Pharmacal Company, 
Incorporated 

Walker Laboratories 

Henry K. Wampole & Company 

William R. Warner & Company, 
Incorporated 

The Warren-Teed Products Company 

Welch Allyn, Incorporated 

Westinghouse Electric Corporation 

Westwood Pharmacal Corporation 

The White Laboratories, Incorporated 

Wilco Laboratories 

Williams & Wilkins Company 

Winthrop-Stearns, Incorporated 

Max Wocher & Son Company 

Woodward Medical Personnel Bureau 

Wyeth, Incorporated 


Sandoz Chemical Works, Incorporated The Year Book Publishers, 


W. B. Saunders Company 


BARREL‘* 


Incorporated 


Wuenever I hear a governor or other public official comin’ out for Socialized Medicine I 
can’t help rememberin’ that Lenin said, “The keystone arch of the socialized state is socialized 


medicine.” 


Some folks may call this “guilt by association.” But there was an old rule in our high 
school algebra books that said, “Things equal to the same thing are equal to each other.” 


—JonaTuan Yank, Bulletin of the Jackson County (Missouri) Medical Society, Jan., 1952. 
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MERCODOL’s distinctive antitussive} 


MORE COMPLETE RELIEF 
FOR YOUR 
COUGHING PATIENTS 


Mercodol’s selective cough-controlling nar- 

cotic! stops the wracking cough . . . but does 

not interfere with the cough reflex your 
patients need to keep passages clear. In addi- 

tion, Mercodol provides an effective broncho- 
dilator? to relax plugged bronchioles, and an 
expectorant® to liquefy secretions. The result is 
more complete cough relief ... remarkably free 
from nausea, constipation, and cardiovascular or 
nervous stimulation. 


An exempt narcotic 
THE ANTITUSSIVE SYRUP THAT CONTROLS COUGH—KEEPS THE COUGH REFLEX 


MERCODOL with DECAPRYN 
For the cough with a specific allergic basis 


Each 30 cc. contains: 

Mercodinons® 10.0 mg. 

2. Nethamine® Hydrochloride 0.1 Gm. 

3. Sodium Citrate 1.2Gm 
New York e CINCINNATI « Toronto Trade-mark ‘“‘Decapryn” 
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Fourth Annual Assembly 
AMERICAN ACADEMY OF GENERAL PRACTICE 
ATLANTIC CITY 


Schedule of Events 


Friday, March 21 12:15 p. Luncheon, Committee on Liaison with Blue Shield 
tt Haddon Hall and other Medical Insurance, Haddon Hall 
12:15 p.m. Board Luncheon, Rowsley Room, Haddon Hall oa p.m. Scientific Assembly Opens, Convention Hall 
2-4p.m. Registration for officers of the American Academy — of Mead Gen 
of Gall eral Practice Scholarship Awards, Ballroom, Con- 
vention Hall 
Recess 
h 
Saturday, March 22 4:00 p.m. Assembly reconvenes 
) 8:00a.m. Commission on Hospitals, Bakewell Room, Haddon 8:00 p.m. Special Showing for A.A.G.P. of “With a Song in 
a Hall My Heart,” Warner Theatre 


9:00 a.m. Commission on Membership, Breakfast, Rowsley 
Room, Haddon Hall 


10:00.a.m. Joint Meeting of Board, Program, and Arrange- Tuesday, March 25 
ments Committees, Garden Room, Haddon Hall 8:30.a.m. Registration, Convention Hall 

12:15 p.m. Joint Meeting Luncheon, Sun Porch, Haddon Hall 9:00a.m. Ladies Registration, Haddon Hall 

2:30 p.m. State Officers Conference, Benjamin West Room, 9:00. a.m. Morning session of Assembly, Convention Hall 
Tower Floor, Haddon Hall 10:00 a.m. Recess 


6:30 p.m. State Officers Dinner, Rutland Room, Haddon Hall 11:00a.m. A bly reconvenes 
8:00 p.m. Constitution and By-Laws Committee, Rowsley Room, 12:00 noon Ladies Luncheon and Fashion Show, Carolina Room, 


Haddon Hall Chalfonte Hotel 
1:30 p.m. Afternoon session of Assembly, Convention Hall 
Sunday, March 23 3:00 p.m. Announcement of Winners of M & R Awards, Ball- 
8:00 a.m. Reference Committee Chairmen Breakfast, Rowsley room, Convention Hall 
Room, Haddon Hall Recess 
8:30a.m. Credentials Committee, English Lounge & Commit- 4:00 p.m. Assembly reconvenes 
tee Room A, Haddon Hall 6:30 p.m. De'egates’ Dinner, Rutland Room, Haddon Hall 


9:00a.m. Registration of Delegates and Banquet Sales, Eng- 


lish Lounge, Haddon Hall Wednesday, March 26 
10:00 a.m. Congress of Delegates, Vernon Room, Haddon Hall 
10:00 a.m. Registration of exhibitors, Convention Hall 8:30.a.m. Registration, Convention Hall 
ar 10:00 a.m. Registration for Members only, Convention Hall 9:00.a.m. Ladies Registration, Haddon Hall 
Be 10:00 a.m. Ladies Registration, Lounge Floor, Haddon Hall 9:00.a.m. Ladies Tour to Philadelphia 
: 3:00 p.m. Reference Committees, Haddon Hall 9:00 a.m. Morning Session of Assembly, Convention Hall 
= 1. Reference Committee on Reports of Officers 10:00 a.m. Recess 
: and Committees, Room 1337, Tower Floor 11:00 a.m. Assembly reconvenes 
2. Reference Committee on Hospitals, Room 1333, 1:30 p.m. Afternoon Session of Assembly, Convention Hall 
Temes Clear ; 3:00 p.m. Ladies Book Review and Tea, Vernon Room, Had- 
me 3. Reference Committee on Education, Room don Hall 
a 1344, Tower Floor 3:00 p.m. Recess 
4. Reference Committee on Constitution and By- 4:00 p.m. Assembly reconvenes 


Laws, Garden Room, Lounge Floor 7:30 p.m. Banquet, Convention Hall 


5. Reference Committee on Miscellaneous Busi- 
ness, Bakewell Room, Upper Lounge Thursday, March 27 

6. Reference Committee on Legislation and Pub- 
lic Policy, Mandarin Room, Tower Floor 


m. Registration, Convention Hall 
9:00 a.m. Morning Session of Assembly, Convention Hall 
m. Recess 


Monday, March 24 11:00a.m. Assembly r 


8:30a.m. Registration, Convention Hall 12:00 noon Assembly Closes 

8:30a.m. Credentials Committee, English Room 12:30 p.m. Board of Directors Luncheon, Rowsley Room, Had- 
9:00 a.m. Congress of Delegates, Vernon Room, Haddon Hall don Hall 

9:00 a.m. Ladies Registration, Stair Hall, Lounge Floor, Had- 2:00 p.m. Board of Directors Meeting, Bakewell Room, Had- 


don Hall don Hall 


ill 
econvenes 


Floropry: is particularly recom- 
mended (2 cases of glaucoma in 
eyes tha: do not respond to other 


miotics, 


In the 


treatment of 


For reduction of intraocular tension in 
glaucoma, Floropryl® (Di-isopropy! Fluoro- 


phosphate Merck) has several distinct ad- 


THIS EFFECTIVE MIOTIC AFFORDS vantages: 


(1) High potency against cholinesterase 


plication 
(3) Prolonged action (greatly exceeding 
that of pilocarpine or physostigmine) 


(4) Virtual freedom from systemic disturb- 


ance 


AVAILABLE in 5 ce. dropper-bottles of a 
0.1% solution in peanut oil. 


LITERATURE containing full information 


on indications, pharmacology, and dosage 
is available on request. 


(Brand of Isoflurophate; DFP) (Di-isopropyl Fluorophosphate Merck) 


MERCK & CO., Inc. 
Manufacturing Chemists 


Floropryl is the registered trade-mark of \ RAHWAY, NEW JERSEY 
Meret & Co., Inc. for its brand of isofluro- ‘ 


phate (di-isopropyl fluorophosphate). A In Canada: MERCK & CO. Limited - Montreal 
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1952 Scientific Assembly Program 


Monday—March 24 


Tuesday—March 25 


Wednesday—March 26 


Thursday—March 27 


9:30 
10:00 


REGISTRATION 


OPENING OF 


SCIENTIFIC AND 


TECHNICAL 


EXHIBITS 


Who and Why 
Selden D. Bacon, Ph.D. 


The Problem Drinker 


Progress in Medicine 


Recent Advances in 
Physiology 


Harold Lovell, M.D. 


Medical Management 


Julius H. Comroe, M.D. 


Orthopedic problems 


Orthopedic Problems 
In Childhood 


Wm. T. Green, M.D. 


Recent Advances in 


Rehabilitation 
Mr. W. G. W. 
(Alcoholics Anon) 


Diagnosis 
Wallace M. Yater, M.D. 


Painful Neck and 
Shoulders 
J. Albert Key, M.D. 


RECESS TO VISIT TECHNICAL AND SCIENTIFIC EXHIBITS 


Problem Drinking 


Geo. H. Gehrmann, M.D. 
Milton G. Potter, M.D. 
Selden D. Bacon, Ph.D. 
Harold Lovell, M.D. 

Mr. W. G. W. 

Andrew S. Tomb, M.D. 
Moderator 


Rt. Rev. Clinton S. Quin, D.D. 


Progress in Medicine 
Recent Advances in 
Therapy 
John C. Krantz, Jr., Ph.D. 


Painful Low Backs 
David M. Bosworth, M.D. 


Research Trends 
Cyril M. MacBryde, M.D. 


Call to Order—Welcomes 


1:00—1:30 


RECESS FOR LUNCH 


Foot Imbalance 
Rex Diveley, M.D. 


2:30 


You and Your Public 
P.R. and the A.M.A. 
John W. Cline, M.D. 


A Message from 
Industry on P.R. 
Leonard E. Read 


Suggestions on P.R. 


Obstetrics—1952 


Misconceptions of 
Sterility and 
Threatened Abortion 


Common Concepts and 


Robt. B. Greenblatt, M.D. 


Stress Reactions in 
Health and Disease 


Hans Selye, M.D. 


from the Press 
Louis B. Seltzer 
P.R. ot Work in the 
County Med. Society 


Analgesia and 
Anesthesia 


George J. Thomas, M.D. 


Practical Applications 


Rollen Waterson 
ROUND TABLE 
J. S. DeTar, M.D. 
Moderator 


Management of 
Abnormal Labor 


M. Edward Davis, M.D. 


in General Medicine 


Jerome W. Conn, M.D. 


Mead Johnson Awards 


M, & R. Awards 


RECESS TO VISIT TECHNICAL AND SCIENTIFIC EXHIBITS 


Problem Ages 
4:30 Teen-Agers 
O. Spurgeon English, M.D. 
4:30 The Forties 
5:00 


Richard Kern, M.D. 


Treatment and Mis- 
treatment of Anemia 


William Dameshek, M.D. 


Information Please 
Julius H. Comroe, M.D. 
Wallace M. Yater, M.D. 
John C. Krantz, Jr., Ph.D. 
Cyril M. MacBryde, M.D. 
Hans Selye, M.D. 

Jerome W. Conn, M.D. 
Harry Gold, M.D., Moderator 


SESSIONS CONCLUDE 


AT 12:00 A.M. 


THURSDAY 


| 
$ $$ $ 
| 
11:00 
11:00 
11:30 
12:00 
1:30 
= 
2:00 
3.00 
3:00-3:05 | 
3:00 
4:00 
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AAGP Housing Bureau 


Hotel Reservations at Atlantie City 


1952 Annual Scientific Assembly 


AMERICAN ACADEMY OF GENERAL PRACTICE 


Convention Hall—March 24-27—Atlantic City, N. J. 


® A Housing Bureau has been organized for the 

Annual Scientific Assembly of the AMERICAN 
ACADEMY OF GENERAL PRACTICE, March 24-27, 
1952, in Atlantic City. Since all requests for rooms 
are handled in chronological order, it is recom- 
mended that you send in your application IMMEDI- 
ATELY. 


In making hotel reservations, please use the blank 
below. In writing for reservations indicate your first, 


second, third, fourth, fifth, and sixth choice of hotels. 


A limited number of rooms are available at the 
Headquarters Hotel. Therefore, it is impossible to 


AAGP HOUSING BUREAU 
MAIL TO: 16 Central Pier 
Atlantic City, N. J. 


Room(s) with bath for 


accommodate other than national officers, two dele- 
gates from each state chapter, and distinguished 
guests in the Chalfonte-Haddon Hall Hotels. Officers 
of state chapters and others will be required to make 
individual requests which will be handled in regular 
chronological order. 


All reservations must be cleared through this 
HOUSING BUREAU. Please give DEFINITE DATE and 
approximate hour of ARRIVAL, as well as DEPART- 
URE, and list the names and addresses of ALL per- 
sons who will occupy the rooms requested, and the 
type of accommodation desired. 


You will receive confirmation direct from the hotel accepting the reservations when made. 


Single rooms are limited 
in number. Please arrange to occupy 
twin-bedded rooms if possible. 


Please reserve the following: (See list of Hotel Rates) 


First Choice Fourth Choice 


d Choice Fifth Choice 


Third Choice Sixth Choice 


Room(s) and Parlor for. 


Combination (2 rooms with one bath) for ; per room 


Arriving Atlantic City 


Rooms will be occupied by: 


(Please Attach List of Additional Names, If Necessary) 


Street Address 


City 


FORM A.M, 
TODAY 

Name Street Address City State 


DELAWARE AVE 


ATLANTIC AVE 
PACIFIC AVE. 


PENNSYLVANIA AVE 


N. CAROLINA AVE 


HLLINOIS AVE 


HOTEL RATES IN Ct 


ATLANTIC AVE 
PACIFIC AVE 


ATLANTIC CITY 


a 


ISSISSIPP! AVE 


a 


> 
> 
< 


> 
< 


a 


Map Rooms with Bath 
No. Boardwalk Hotels Single Double 


37 Ambassador, Boardwalk at Brighton... $6.00-11.00 $8.00-14.007 
19 Apollo, Boardwalk at New York... 4.00- 6.00 6.00-10.00 
1 Breakers, Boardwalk at New Jersey...™..... 5.00- 9.00 7.00-14.00 


9-10 Chalfonte-Haddon Hall—No rooms available. 
Reserved for Congress of Delegates.._t-_-. 6.00-14.00 8.00-18.00T 


38 Chelsea, Boardwalk at Morris. - 5.00-11.00 7.00-15.00t 
28 Claridge, Boardwalk at Park._________ 7.00-15.00 10.00-18.00 

33 Dennis, Boardwalk at Michigan... .00- 8.00 9.00-16.00¢ @ on. 
32 Marlborough-Blenheim, Boardwalk at Park. 6.00- 9.00 9.00-18.00¢ 
15 Mayflower, Boardwalk at Tennessee... 5.00- 6.00 7.00-12.00f 


14 New Belmont, Boardwalk at Ocean... 4,00- 5.00 6.00-10.00 


40 President, Boardwalk at Albany. 5.00-10.00 8.00-14.00f 


36 Ritz-Carlton, Boardwalk at Iowa... 6.00-12.00 8.00-14.00¢ Street plan of Atlantic City, showing 


2 St. Charles, Boardwalk at St. Charles... 5.00-12.00 7.00-14.00 location of Housing Bureau hotels. 
Seaside, Boardwalk at Pennsylvania... 6.00-11.00 8.00-14.00T 

34 Shelburne, Boardwalk at Michigan... 6.00-16.00 9.00-18.00T 

26 Traymore, Boardwalk at 6.00-14.00 8.00-18.00t 


3 


qd 


U 


> 
a 


ATLANTIC AVE. 
PACIFIC AVE 


< 


| 
C3 
ce 
co 
@a: 
C3: 
co 
Ce 


jap Rooms with Bath 
Rooms with Bath . Avenue Hotels Single Double 


Avenue Hotels Single Double Lafayette, N. Carolina near Boardwalk... 5.00- 8.00 8.00-14.00T 
21 Boscobel, Kentucky near Boardwalk $3.00- 4.00 $6.00- 7.00 Lexington, New York near Boardwalk... .. 5.00 6.50- 8.50 
lia Carolina Crest*, N. Carolina near Boardwalk 5.00- 7.00 7.00-10.00 Madison, Itlinois near Boardwalk... 6.00 7.00-10.00 
4 Clarendon, Virginia near Boardwalk 5.00- 6.00 7.00 Monticello, Kentucky near Boardwalk... 7.00 
7 Colton Manor, Pennsylvania near Boardwalk... 5.00- 9.00 7.00-12.00 Morton, Virginia near Boardwalk... 5.00- 7.00 7.00-10.00 
17 Columbus, Pacific at St. James Place. 6.00- 8.00 Penn-Atlantic, Bacharach and S. Carolina... 7.00 
29 Criilon*, Pacific at Indiana... sons 8.00-10.00 Runnymede, Park near Boardwalk... 4.00- 7.50 6.00-10.00 
30 Eastbourne, Pacific at Park Place... 7.50- 8.00 Senator, S. Carolina near Boardwalk... 5.00- 7.00 7.00-12.00 
16 Flanders, St. James near Boardwalk... 5.00 7.00- 9.00 Sterling, Kentucky near Boardwalk... 4.00- 5.00 6.00- 7.00 
6 Holmhurst, Pennsylvania near Boardwalk... 7.00- 8.00 The above rates are subject to 3% Municipal Tax 
23 Jefferson, Kentucky near Boardwalk... ue 6.00 7.00-10.00 *Rate Includes Breakfast. 
24 Kentucky, Kentucky near Boardwalk... 3.50 6.00- 7.00 +Parlor Available. 
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Ministe 
che: is 


into 
the mouths 
of babes 


easy-to-take, 
non-narcotic cough control 


medication without agitation 


Infants and small children accept palatable Diatussin drops without 
fuss. Since the dose is only 2 to 5 drops, it can be 
given directly on the tongue or in a spoonful of dessert or cereal. 


control without narcotics 


Diatussin reduces the frequency and severity of cough while 
increasing its productivity. It does not unduly suppress the cough 
reflex—an important consideration in pediatric practice. 


dosage 

Under 5 years: 2 to 4 drops, three or four times daily. 
Over 5 years: 5 drops, three or four times daily, 
Severe cases: 2 drops every two or three hours. 
Adults: 3 to 7 drops three or four times daily. 


composition 

Diatussin is an alcoholic extract of thyme (Thymus vulgaris) in a base 

of extract of drosera (Drosera rotundifolia). The alcoholic extract of thyme 
is more effective than the commonly used oil. 

Diatussin Syrup, consisting of the same extracts in an aqueous dextrose 
vehicle, is compatible with the soluble sedatives, narcotics and antihistamines. 
Each teaspoonful contains 2 drops of the extract. 

Dratussin is supplied in 6 cc. bottles with dropper. 

Diatussin Syrup in 4 oz. and 1 pint bottles. 


a 
‘Bischoff. ERNST BISCHOFF COMPANY, INC., 1voryTOoN, CONN. 
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SOCIAL EVENTS SCHEDULED 
FOR LADIES CURING 


‘52 ASSEMBLY 


Wives and guests of physicians attending the 1952 
Scientific Assembly in Atlantic City can look for- 
ward to a most enjoyable series of social activities 
which have been planned by the Ladies’ Entertain- 
ment Committee. 

The Lounge Floor of Haddon Hall will be the 
ladies’ headquarters. Registration and sale of tickets 
will be held from 10:00 a.m. to 5:00 p.m., Sunday, 
March 23, and 9:00 a.m. to 5:00 p.m. Monday 
through Wednesday. 

On Monday at 1:00 p.m., the ladies are invited 
to attend the Opening Session of the Scientific As- 
sembly. Highlights of the afternoon’s program in- 
clude a panel discussion, “You and Your Public,” 


Philadelphia Chamber of Commerce 


Independence Hall, one of the historic spots which will 
be visited on the ladies’ tour on Wednesday, March 26. 
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Dr. Frank G. Slaughter, guest reviewer at author's tea. 


and two lectures—“Teen-Agers” and “The Forties.” 

A luncheon combined with a hat and fur fashion 
show, at which Mrs. J. P. Sanders will be guest of 
honor, will be given Tuesday at twelve noon in the 
Carolina Room of the Chalfonte Hotel. The price 
of the luncheon is $3.50; a $25 custom-made hat 
will be presented to the holder of the winning ticket. 

Two events have been scheduled for Wednesday, 
March 26. Beginning at 9:00 a.m., Grey Line 
busses will leave Haddon Hall and Traymore hotels 
for a tour of historic Philadelphia. You will have 
the opportunity of seeing such famous landmarks 
as Independence Hall; Carpenter’s Hall; the Art 
Museum in scenic Fairmount Park; Christ Church, 
the burial place of seven signers of the Declaration 
of Independence; and Congress Hall where Wash- 
ington was inaugurated. 

The tour, which includes luncheon at the famous 
Homestead Restaurant and tip to the guides, is 
$5.20. Arrangements have been made for the busses 
to return to Atlantic City by 5:00 p.m. 

The second event featured on Wednesday, for 
those who do not wish to go on the tour, is an 
author’s tea. Dr. Frank G. Slaughter, well-known 
author and a graduate of Johns Hopkins Medical 
School, will review his latest novel, East Side Gen- 
eral. The publishers have moved up the publication 
date of this book, which was originally scheduled 
for release at a later date, so that it will be offered 
to the public for the first time on this occasion. 

Copies of East Side General will be on display 
in the Garden Lounge adjoining the Vernon Room 


: 
‘ 
> 


The Gentarth formula constitutes a new, direct 
approach for relief of pain and reduction of 
swelling and joint inflammation in rheumatoid 
arthritis. Gentarth is non-hormonal in action. 

Sodium gentisate has been found to produce 
favorable results in both rheumatoid arthritis 
and acute rheumatic fever,? possibly because 
of its inhibiting effect on the hyaluronidase in 
synovial cavities.* Inclusion of salicylate, as 
in the Gentarth formula, provides additional anal- 
gesic action and enhances effectiveness. 

Gentarth tablets also contain succinic acid to 
protect against increase in prothrombin time— 
a necessary precaution in prolonged salicylate 
therapy. 


Serving the medical profession for nearly a third of a century 


Each tablet contains: 


Sodium Gentisate . 


(representing 43% Salicylic Acid and 
3% Iodine in a Calcium-Sodium 
Phosphate buffer salt combination) 


Succinic Acid 130 mg. 


Dosage: 2 to 4 tablets 3 or 4 times daily (after 
meals and before bedtime). 


Supplied in bottles of 100, 500 and 1,000. 
Available through all ethical pharmacies. 


1. Boyd, L.J., Lombardi, A.A., and Svigals, C.: New York Med. 
College Bull., 13:91, 1950. 

2. Meyer, K. and Ragan, C.: Mod. Concepts of Card. Disp., 17:2, 1948. 

3. Quick, A.J.: J. Biol. Chem., 101:475, 1933. 

4. Guerra, J.: J. Pharm. Exper. Ther., 87:1943, 1946, 


PHARMACAL COMPANY Pharmaceutical Manufacturers 
Jasper and Willard Streets, Philadelphia 34, Pa, 


Tablets 


pain-free activity 


“The best results were obtained in patients... 


treated with sodium gentisate and salicylate” 


The original preparation containing sodium gentisate, 
an inhibitor of the spreading factor enzyme, hyaluronidase 
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at Haddon Hall, where the author's tea will be held 
from 3:00 to 5:00 p.m. Tickets are $1.50. 

The author, who has lectured nationally on so- 
cialized medicine, medical and surgical progress, 
and psychosomatic medicine, has also written, 
among others, Divine Mistress, A Touch of Glory, 
In a Dark Garden, and The Golden Isle. He has had 
three nonfiction books published: The New Science 
of Surgery; Medicine for Moderns; and Immortal 
Magyar. Dr. Slaughter lives in Jacksonville, Florida, 
where he has a large surgical practice. 


CALIFORNIA TAKES LEAD 
MISSOURI JOINS 


Tuose $10 and $20 checks, accompanied by $20 
and $30 pledges, continued to flow out of California 
in a steady stream all through January. When the 
totals were counted, the “Golden State” had moved 
into first place with a total of $5,403—nosing out 
Texas by a solid $1,003. Dr. Charles Nelson, 
chairman of the California committee, considers 
this a demonstration of what concerted co-operation 
by a large number of individuals can accomplish. 

In Missouri, on the other hand—where a general 
mailing has been delayed because of addressing 
problems—the Kansas City Chapter has embarked 
on a one-man campaign to enroll more members in 
the Century Club. As a result, the “Headquarters 
Office State” forged ahead of both Louisiana and 
New York to win the No. 5 position. 


BUILDING FUND THROUGH JANUARY, 1952 
Pledges Total 


$ 150.00 $ 435.00 
20.00 120.00 
100.00 
5,403.00 
395.00 
357.00 


Arkansas 

California* 

Colorado* 

Connecticut* 

Delaware 

District of Columbia* ... 
Florida 


2,920.00 
50.00 


157.00 
955.00 
100.00 
125.00 
35.00 
350.00 
310.00 
280.00 
220.00 
1,450.00 


Kentucky 
Louisiana 


These functions will be informal. Anyone inter- 
ested in baby-sitting facilities should contact Mrs. 
Arthur Trewhella, chairman of the Hospitality 
Committee, 376 Fairmount Avenue, Jersey City. 

Climaxing the social functions of this year's 
Assembly will be the annual banquet in the Ball- 
room of Convention Hall, Wednesday evening. 
Dress is optional. 

The Ladies’ Entertainment Committee hopes that 
your stay in Atlantic City will be delightful and 
enjoyable. 


IN BUILDING FUND TOTALS 


10.00 
307.00 
2,601.00 
670.00 
725.00 
175.00 
1,670.00 


Massachusetts* 
Michigan 
Minnesota 
Mississippi 
Missouri* 
Montana 
Nebraska 
130.00 
228.00 
275.00 
100.00 
1,398.50 
505.00 
110.00 
2,210.00 
370.00 


New Hampshire 
New Jersey 
New Mexico 
New York... 


Pennsylvania* 
Rhode Island 
South Carolina 
South Dakota* 


508.00 

80.00 
405.00 
275.00 


Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin* 
Wyoming 
Alaska 


Hawaii .... 
Philippine Islands 
Puerto Rico 
$ 6,225.00 
*—Increase since last report. 


Maryland ..........+.% 307.00 
Alabama ............$ 285.00 130.00 145.00 
2,483.00 20.00 225.00 
395.00 
157.00 40.00 445.00 
730.00 225.00 Se 160.00 565.00 
lndiana 990.00 15.00 
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To the Atlantic City General Assembly .. . 


G7; Gi. 
Special 


For your convenience and pleasure! 


March 18. Depart en route Atlantic City and the 1952 
Scientific Assembly via New York Central and C. & O. 
Railroads. Renew acquaintances, meet new friends as we 
travel toward White Sulphur Springs. 


March 19. Arrive White Sulphur this morning and 
transfer to the GREENBRIER HOTEL for the day. 
Breakfast, luncheon, and dinner at this magnificent resort. 
Riding, golfing, swimming. The entire party has been 
issued membership in exclusive OLD WHITE CLUB. 


March 20. Arrive Williamsburg in time for breakfast. 
Visit Jamestown, Yorktown, and Williamsburg—all im- 
portant landmarks in history. 


March 21. Arrive Washington, D. C., and transfer to 
renowned MAYFLOWER HOTEL for breakfast. A drive 
of the city this afternoon. 


Note: Special arrangements have been made for Dele- 
gates and State Representatives who need to arrive 
Atlantic City March 22nd. 


Be assured of choice space . . . make early reservations. 


March 22. Visit Mount Vernon, returning to Arling- 
ton Cemetery to see the Tomb of the Unknown Soldier. 


March 23. Time for religious services before departure 
en route Atlantic City. Upon arrival Atlantic City, trans- 
fer to CLARIDGE HOTEL, chosen for its fine location 
and facilities. 


March 24-27. Assembly activities. 


March 27. Late afternoon departure en route New 
York City. Transfer to famous BILTMORE HOTEL 
upon arrival. 
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March 28. Drive of Upper and Lower Manhattan. 
Dinner party at smart COPACABANA. 


March 29. Day open. Tickets for Radio City Tour for 
those desiring. Theatre tickets for evening. 


March 30. Depart New York in late afternoon en route 
home cities, travelling along scenic Hudson River Route. 


Sample Fares: The following fares per person are based 
on two to a bedroom. Other types of Pullman accommo- 
dations and rates from home-city to home-city upon re- 
quest. 

From Chicago: $346.75 

From St. Louis: 365.60 

From Kansas City: 382.80 
Fares Include: All transportation; Pullman; taxes; choice 
double rooms in finest hotels; sightseeing as outlined; all 
breakfasts and all meals at GREENBRIER; transfers of 
passengers and luggage; membership in OLD WHITE 


CLUB; dinner party at COPACABANA; theatre tickets 
in New York, etc., etc. 


American Academy of General Practice 
406 West Thirty-Fourth Street 
Kansas City 2, Missouri 


Please reserve accommodation for my party of ( ). We desire 
the following Pullman 
Attached is my check for ($ ) representing deposit of 
$50.00 on each reservation and which is to be applied on total 


All Arrangements by Lee Kirkland Travel, Kansas City, Mo. 
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FOR RAPID...SAFE...PHYSIOLOGIC 
CONTROL OF FUNCTIONAL VOMITING 


> before and after anesthesia 


EM ETROL > in early pregnancy 


PHOSPHORATED CARBOHYDRATE SOLUTION . in epidemic vo iting 


INFANTS 
AND CHILDREN 


EMETROL is a phosphorated car- 
bohydrate solution which controls an tar 
functional vomiting through a and as soon as children 

unique physiologic action. Clinical feasible after 
findings have established its operation 


broad therapeutic effectiveness. 1 or 2 tablespoon- 


. . . fuls on arising, 
Since EMETROL is free of anti- these 
histamines, barbiturates, nar- hours or whenever 
cotics, or stimulants, it may be nausea threatens 
prescribed for patients of all age 

2 1 or 2 table- 
groups with complete safety. Its at 15-minute intervals} spoonfuls at 
delicious “peppermint candy until vomiting ceases | 15-minute inter- 
taste makes every dose welcome vals until vomiting 
to the patient. 
1. Bradley, J. E., et al.: J. Pediat. 38: 41 Wan.) 1951 LITERATURE AND SAMPLES TO PHYSICIANS ON REQUEST 


Janney) KINNEY & COMPANY -.coLuMBUS, INDIANA 
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5S IMPORTANT FACTORS IN ONE SMALL CAPSULE 


1. Dextro-Amphetamine Sulphate to reduce appetite. 
2. Phenobarbital to offset nervous stimulation. 


3. Methylcellulose to provide bulk. 


of important nutrients. 


4. Vitamins to provide protective amounts 
5. Minerals 


Capsule disintegrates quickly allowing immediate action 


Low in Cost to Patients Stuart Available at All Pharmacies 
Approximately 4¢ per capsule Bottles of 100 capsules 
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NOW...IN ONE DROP PRODUCT: 
PROTECTIVE AMOUNTS OF 

ALL IMPORTANT VITAMINS, 
INCLUDING Biz cy 


PLEASANT TASTE 


Multivitamin 


compute stasiity 
with Br 
Pat, pendin® 
ALL-SYNTHETIC PRODUCT FOR 3 
GREATER SAFETY IN ALLERGIES 


Each 0.6 cc. (as marked on dropper) is standardized to contain: 
5,000 USP units 


D 1,000 USP units 
Bz (riboflavin) mg. 


Be (pyridoxin hydrochloride) 
Available at all pharmacies ee 
‘ NET CONTENTS: 18 cc. 
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0.5 mg. 
2.6 mg. 
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A MESSAGE FROM THE PRESIDENT 


I wisu to thank the membership for allowing me to 
be your President for the year of 1951 to 1952. Un- 
less you have held the high office of President, you 
cannot appreciate the opportunities that it entails. 
I have had occasion to visit about one-half of the 
state chapters, meet thousands of people, and enjoy 
the friendship and hospitality of various and sundry 
groups all over the nation. It has been my privilege 
to see great chapters like New York, Texas, Cali- 
fornia, and Illinois put on shows that would make 
any state medical society envious. 1 have also had 
the opportunity of seeing other states, not so large 
and not so prosperous, put on scientific assemblies 
that were a credit to them and to their membership. 

In each and every instance I have made many 
friends, met new faces, and enjoyed the hospitality. 
It was a physical impossibility to meet everybody. 
I wish that it had been possible to meet every mem- 
ber during my term of office. 

In lieu of this, I have attempted to write a Pres- 
ident’s message each month giving the viewpoints 
of the President; the things I have seen and the 
work I have seen going on. In a few cases I have 
tried to write on controversial subjects in order 
to stimulate interest in a few scientific things that 
I felt should be discussed. These views, naturally, 
are my own and not necessarily those of the Acad- 
emy. Naturally, I have had to take full responsi- 
bility for the things which I have included. 


Suggestions for the Future 


Since it has been my privilege to hold the offices 
of: State President, a member of the original Board 
of Directors, Vice-President, and President, I feel 
that certain suggestions for the future might be of- 
fered for your consideration. I wish that this be in 
no way construed as an attempt to control the: 
Academy after I have passed out of office. is 

1. There should be better organization, particu- 
larly among the smaller groups. We all recognize 
there are too many meetings. But in organization 
there is strength and continuity of action ‘and 
thought. Consequently, if we are to survive, we 
must be well organized. 


J. P. Sanders, M.D. 


2. We must keep our standards high. We are 
constantly more in competition with our specialist 
friends. Most of them are well trained. We must 
keep up our postgraduate education if we are to 
maintain the respect and prestige they have. Later 
our fees will be commensurate. 

3. It is imperative that each organization inaugu- 
rate some specific project and carry it out. This can 
be in the form of a general practice section in the 
hospital, postgraduate courses, or any other subject 
that might be particularly needed in the commu- 
nity. 
4. Small “bickering” and jealousies should be set 
aside. We should avoid controversies and troubles 
between our own members in our own organization 
or other groups. 

5. We must constantly “stick to” the good gen- 
eral practitioner. This will include standing up for 
his rights to practice good medicine within his abil- 
ity in his own hospital. When patients move to an- 
other city we can refer them to a good-family physi- 
cian there. There are many other ways in which 
we can help him in his practice. 

6. We must continue to work in our own local 
and state medical societies as well as in our general 
practice groups. We must work on committees when 
we are assigned to jobs, and continue to do those 
things in the community that have made us great 
among the people of America. 

7. We should continue on our case until it is 
completely terminated. This is in accordance with 
medical ethics. Instead of referring the patient to a 
specialist, let’s call him in as a consultant; after all, 
we lose much respect of the patient when we send 
him away. 


Turning Over the Gavel 


In turning over the gavel to the incoming Presi- 
dent, Dr. R. B. Robins of Camden, Arkansas, I 
realize that it will be in good hands. His opportu- 
nities to serve will be even greater than my own. 
But he will need a great deal of help. He is very 
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FOR PROMPT SYMPTOMATIC RELIEF 
AND HIGH THERAPEUTIC EFFICACY 


Histar, a true achievement in dermatologic therapeutics, presents 
a combination of pyrilamine maleate, 2 per cent, and an extract 
of carefully selected crude coal tar (Tarbonis) brand, 5 per cent, 
in an emulsified hydrophylic base, non-greasy and clean in appli- 
cation. In harassing skin conditions, burdened with tormenting 
burning and itching and refractory to other treatment, Histar 
Neurodermatitis has proved of high therapeutic value. 

Urticaria 


Papular Urticaria A POTENT LOCAL ANESTHETIC 


Allergic Rashes Pyrilamine maleate, a potent yet relatively nontoxic, nonirritant 
Allergic Eczematous antihistaminic, neutralizes the excessive histamine released into 


Three years of clinical 
study have established 
the efficacy of Histar in 


Dermatitis the affected tissues by dermatoses with allergic components; thus 
Atopic Dermatitis it quickly overcomes the associated burning and pruritus. Further- 
Dermatitis Venenata more, it is reported to be a powerful local anesthetic 3.3 times as 
potent as procaine.* 


Psoriasis with 
Allergic Component 
Idiopathic and Secondary DECONGESTANT ... ANTI-INFLAMMATORY 
Pruritus Ani, Vulvae, The contained tar extract in Histar rapidly improves the lymph 
and Senilis circulation in the skin and lessens the edema accompanying local 
pathology, thus aiding the normal defense forces of the tissues. 


PHYSIOLOGIC SYNERGISM 


The two therapeutic agents in Histar not only appear to potenti- 
ate each other, as indicated by their greater efficacy when applied 
in this combination, but their actions complement each other and 
stimulate and enhance the natural defense mechanism of the body, 
in histamine neutralization and absorption and removal of 
offending infiltrates and exudates. 


Histar is available on prescription through all pharmacies, 
in 2 oz, jars; for dispensing, in 1 Ib. jars through surgical 
supply dealers. Physicians are invited to send for litera- 
ture (clinical background) and samples. 


*Dews, P.B., and Graham, J.D.P.: Antihistamine Sub- 
stance 2786 R. P., Brit. J. Pharmacol. 1:278 (Dec.) 1946. 


THE TARBONIS COMPANY 


4300 Euclid Avenue ¢ Cleveland 3, Ohio 
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popular among doctors all over the country. But 
he will want, will expect, and will need your con- 
stant aid and support. 

As time goes on, we can get better trained men 
to lead our Academy. They should be picked for 
their ability and enthusiasm for our cause. There 
are so many who are well trained at the present 
that it will be much easier to pick out leaders than 
it has been in the past. Men are working in organ- 
ized medicine now that have never worked before. 
Men are doing a “bang-up” job in their local and 
state organizations. Others are doing yeoman’s 
work on committees. Many of these have developed 
a breadth of vision that they did not have when 
we were organized. We want these men elevated 
to leadership in our Academy for our own selfish 
good. We must pick out the men to lead us who 
have been the best trained. We must continue to 


train other men until they are ready for leadership. 

In looking to the future, we want to have an 
active voice in the American Medical Association, 
in our state, and in our local medical societies. We 
want to have an active part in our medical schools 
and in the training of our young doctors. We must 
participate in all scientific meetings whenever pos- 
sible. We want more general practitioners writing 
scientific articles, books, and other medical litera- 
ture. The general practitioner must take an active 
part in the community and political life in which 
he lives. We are looking forward to a total mem- 
bership of around 25,000 members. We must de- 
serve the prestige that we enjoy. 

With these observations I shall turn over the 
gavel to Dr. R. B. Robins of Camden, Arkansas, 
your incoming President. 


—J. P. Sanvers, M.D., President. 


MADE EASY! 


EASY FOR YOU-— 
EASY FOR PATIENT! 


ROUTINE RECTAL EXAMINATION 


The Barr-Shuford Speculum is slim, tapered and smooth to permit easy, painless intro- 
duction and withdrawal. Slotted to permit biopsy, examination or injection of hemor- 
rhoids, fissures, fistulae, polyps, etc. Tapered obturator may be used as a dilator. 
Length, 41/4”. 

GP 10300 Barr-Shuford Speculum—$15.00 


LUDWIG’S FISTULA PROBE 


Stainless steel hook for locating fistulae, sinuses, etc. 
GP 10625 Ludwig Probe—$3.75 


GOODYEAR’S NASAL APPLICATOR —X 
Spiral pointed tips retrieve lost swabs, 
packing, etc. Stainless steel. 
GP 15525 Applicator—$2.75 


COMPLETE MEDICAL-SURGICAL SUPPLY 


609 COLLEGE ST. CINCINNATI 2, O. 
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Each fluid ounce of ARMATINIC 
LIQUID contains: 


Liver Fraction 1 (Clarified) 1.25 Gm. 

Ferric Ammonium Citrate U.S.P... 1.30 Gm. 

Folic Acid 

*Crystamin 

Alcohol 

*The Armour Laboratories Brand of 
Crystalline Bi2. 

Supplied in 8 oz. and 16 oz. bottles 

at prescription pharmacies every- 

where. 

Armatinic Activated Capsulettes 

also available in bottles of 100 
and 1000. 


ADMINISTRATION 
ADULTS: 


‘1 tablespoonful twice daily. 


CHILDREN: 
1 teaspoonful daily. 


INFANTS: 
10 to 20 drops daily. 
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IN ANEMIA... FROM PEDIATRICS 
TO GERIATRICS... Armatinic Liquid 
provides a fresh, vigorous hemo- 
poietic response .. . particularly in 
those cases completely refractory 
to iron, liver or By2 alone. Clarified 
Liver, 2 development of Armour 
research, is an improved, pleasant- 
tasting, more stable liver from which 
unwanted fats have been removed. 


Armatinic Liquid produces gratifying and prompt 
response in all hypochromic anemias, macrocytic 
anemias of nutritional origin, pregnancy and sprue. 


THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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Whenever 


Pseudomonas aeruginosa 


1S 


found... 


All strains of Ps. aeruginosa (B. pyocyaneus), so far exam- 
ined, are sensitive to minute concentrations of ‘AEROSPORIN’. 


‘AEROSPORIN’ is bactericidal, not merely bacteriostatic. 


Development of resistant organisms during clinical use of 
“AEROSPORIN’ has not been reported. 


The pathological role of Ps. aeruginosa 
is becoming more recognized in: 


* septicemia * meningitis * urinary tract 
infections * diarrhea in infancy * external 
and middle ear infections * eye infections 
*'suppurating wounds and burns ° delayed 
healing in burns, skin, and bone grafts. 


‘Arrosporin’ brand Polymyxin B (Sul- 
fate ) STERILE, vials of 500,000 Units Equ- 
ivalent to 50 mg. Polymyxin Standard. 
For parenteral administration to hos- 
pitalized patients, and for preparation 
of solutions for topical use. 


‘Arrosporin’ brand Polymyxin B (Sul- 
fate) Compressep, 500,000 Units Equiv- 
alent to 50 mg. Polymyxin Standard. 
Boxes of 12 foil wrapped products. 


For oral administration in enteric infec- 
tions. 


is indicated. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe 7, N. Y. 
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University School of Medicine Initiates 
New Kind of Clinic at Denver Hospital 


Dr. Frep Kern, Jn., a New York City physician, 
has been named to head the Medical Clinic of the 
“Family Doctor” program of the University of Colo- 
rado School of Medicine, according to Dr. Ward 
Darley, dean of Colorado University department 
of medicine. 

Dr. Kern, who has been director of Personnel 
Health Service at New York City Hospital, will be 
director of the General Medical Clinic at Denver 
General Hospital and also serve as assistant profes- 
sor of preventive medicine and public health. 

The Clinic is the first step in a far-reaching ex- 
periment designed to demonstrate the practice of 
good general medicine. This program, which is the 
only one of its kind in the nation at present, is being 
financed by a grant of $264,912 from the Common- 
wealth Fund to the University of Colorado School 
of Medicine. 

The base of operations will be Denver General 
Hospital, where a family medical service along 
with nursing and social work will function as 


4 


Ward Darley, M.D., dean of Colorado 
University Department of Medicine. 


New York Physician Heads Colorado Family Doctor Program 


Dr. Fred Kern, Jr. 


needed in the patients’ homes, in the clinic, and in 
the wards. 

This new program, with emphasis on the family 
doctor, will give students greater opportunities to 
learn the functions of a general practitioner. 

It will be staffed by graduate students of medi- 
cine preparing for general practice, assisted by jun- 
iors and seniors from the Medical School, under 
the supervision of teachers. The heart of the plan 
is a general medical clinic which will replace the 
outpatient department and will gradually replace 
the home care which now can be given only super- 
ficially and sporadically. 

The new program, with its emphasis on the fam- 
ily doctor, will provide medical students with greater 
opportunities to learn the functions of a general 
practitioner. 

Dr. Darley says that Dr. Kern is well qualified to 
supervise this new program. A graduate of Colum- 
bia College of Physicians and Surgeons in 1943, Dr. 
Kern served his internship in Grady Hospital, At- 
lanta, Ga., and was assistant physician to outpa- 
tients in New York Hospital. His residency in medi- 
cine was served in New York Hospital. He has pub- 
lished nine research papers, most of them dealing 
with general medicine. 
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patients like this inhaler 


When you recommend Benzedrex Inhaler you can be certain 
that your patients will be grateful . . . and will give you 
complete cooperation between their treatments in your office. 
Here are reasons why patients accept Benzedrex Inhaler 
therapy so readily: 
1. Convenient: Benzedrex Inhaler is easy to carry in pocket 
or hand-bag and simple to use—at work or at play, 
at home or away. 


2. Pleasant to use: Benzedrex Inhaler has a clean, medicinal 
odor. It is agreeable to even the most sensitive nostrils. 


3. Effective: Benzedrex Inhaler provides the prompt and 
satisfying relief from nasal congestion that patients expect 
from a product recommended by their doctor. 

Smith, Kline @ French Laboratories, Philadelphia 


the best inhaler ever developed 


Inhaler 


*T.M. Reg. Pat. Off. 
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AAGP and AHA to Co-ordinate Efforts 
In Postgraduate Education Programs 


A procraM of closer integration in the postgraduate 
education field is being established by the Ameri- 
can Academy of General Practice and the Ameri- 
can Heart Association, according to announcements 
from the A.A.G.P. Commission on Education and 
Dr. John W. Ferree, the A.H.A.’s director of public 
health. 

For several months the two organizations have 
taken steps to co-ordinate their efforts to provide 
the best medical care possible. Academy member 
Dr. John F. Mosher of Coeymans, New York, who 
is a member of the Commission on Education, has 
been named to serve on the A.H.A. Committee on 
the Reorganization of the Scientific Council. 

The American Heart Association has urged its 
affliated groups to establish working relationships 
with the state chapters of the Academy so that 
courses and symposia for physician education will 
meet the postgraduate study requirements for 
A.A.G.P. members. 

In turn, the Academy’s Commission on Educa- 
tion has suggested to the state chapters’ education 
committees that they co-operate not only with the 
heart associations but with other state organiza- 
tions such as the medical groups, tuberculosis asso- 
ciations, and cancer societies so that A.A.G.P. mem- 
bers may receive the latest information in all fields 
of importance to the family doctor. 

Other plans include the A.H.A. and the Acad- 
emy cosponsoring courses, institutes, symposia, and 
lay educational programs. 


British General Practitioners Name 
Ways an Academy Could Benefit Them 


BritisH general practitioners feel that there are at 
least nine ways in which they could be helped by 
a college or academy of general practice, Dr. J. H. 
Hunt told his audience at a recent meeting of St. 
Marylebone Division of the British Medical Asso- 
ciation. 

This meeting was a follow-up on the subject of a 
college of general practice in England which was 
proposed by Dr. Hunt and another British general 
practitioner, Dr. F. M. Rose, in the fall. 

During the past six months, the executive secre- 
tary of the A.A.G.P., Mac F. Cahal, has been in 
correspondence with Dr. Hunt and other British 
physicians who have requested information about 
the Academy and assistance in establishing a similar 
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organization for general practitioners in England. 

At the recent B.M.A. divisional meeting, Dr. 
Hunt said he thought that the name, “academy,” 
might be the most suitable title for the group so 
that it would be in harmony with the “Academy of 
their American colleagues.” 

Included in the nine categories by which an 
academy would benefit the British physician were: 

1. An academy would provide an academic head- 
quarters run by practitioners for practitioners. 

2. Provide recognized leadership for general prac- 
tice. 

3. Have a planned and agreed policy about mat- 
ters concerned with general practice. 

4. Have a say in undergraduate medical training. 

5. Help postgraduate teaching. 

6. Promote research. 

7. Act as a repository for the traditions and ethics 
of general practice. 

8. Improve the status and prestige of general 
practitioners. 

9. Improve the quality of general practice. 


Postgraduate Study Programs for 1952 
Get Off to Busy Start in Three States 


Cororapo, California, and Michigan announce 
new postgraduate courses in 1952 which will be of . 
interest to the general practitioner. 

The spring quarter of a course in applied medi- 
cal science, sponsored by the University of Colorado 
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School of Medicine, will be held March 24-June 7 
in Denver. The University also is offering a num- 
ber of short courses designed for practicing physi- 
cians. 

The University of California School of Medi- 
cine announces a full-time five-day postgraduate 
course for general practitioners which is scheduled 
for March 10 through March 15. The course will 
be conducted by the staff of the Mount Zion Hos- 
pital in collaboration with the Medical Extension 
Division of the University. Another five-day course, 
this one in psychosomatic medicine, starts March 
17, at the University Medical Center. 

Scientific advances in general practice are being 
presented in the 1952 postgraduate program being 
carried out in the Michigan plan for postgraduate 
medical education. The Michigan State Medical 
School, Wayne University College of Medicine, 
and the Michigan Department of Health are the 
five co-operating agencies sponsoring the plan. 

A program of extramural and intramural teach- 
ing courses are included. The extramural program 
is carried out in cities over the state as teaching 
centers and the intramural sessions consist of re- 
view courses of varying length given in the Uni- 
versity centers. 


Major Fields of Practice to be Covered 
In Pennsylvania Postgraduate Sessions 


A NEw postgraduate program covering the major 
fields of practice has been developed by the Com- 
mission on Graduate Education of the Pennsylvania 
State Medical Society. 

Subjects in these five departments—medicine, sur- 
gery, obstetrics and gynecology, radiology, and pa- 
thology and clinical laboratory—will be offered one 
day a week for 25 weeks in hospitals throughout 
Pennsylvania. Instruction will be individualized 
with only two physicians participating in each 
service each day. 

Another postgraduate session—the fifth annual 
postgraduate course in diseases of the chest, will be 
presented in Philadelphia March 24-28. 


lowa Medical Seniors Will Begin 
One-Month Preceptorships in June 


Senrors in the University of lowa College of Medi- 
cine will serve one-month preceptorships under 
Iowa general practitioners, starting in June, as part 
of their undergraduate medical training. 

The plan extends the senior curriculum in the 
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DOSAGE: One 3% gr. capsule three times 
a day after meals. 


AVAILABLE: 


Capsules CHLORAL HYDRATE — Fellows 
3% gr. (0.25 Gm.) Blue and white 
7'2 gr. (0.5 Gm.) Blue 


BIBLIOGRAPHY 


. Hyman, H. T.: An A Course Practice of Medicine (1950) 
‘ourse in Practical Therapeutics (1948) 
q Goodman, L., and Gilman, 


. Rehfuss, M. R. et al: A 


Sollm. T: A 


bottles of 24's and 100's 
bottles of 50's 


A.: The Pharmacological Basis ot 
Therapeutics co. 22nd printing, 1951. 

anual of Pharmacology, 7th ed. (1948), 
and Useful ab, 14th eds ( 


ODORLESS NON-BARBITURATE 


SEDATION. 


without HANGOVER 


ows 


MEDICAL MIG 


GP @ Volume V, Number 3 


- 
3 Ya gr. wi 
| 
1 
2 
A 


college of medicine by one month, although it will 
not affect the student's graduation date. There will 
be no increase in tuition fees as a result of the new 
program. 

Jowa’s general practitioners will be asked to vol- 
unteer their services as preceptors without compen- 
sation. Selections will be made by the college com- 
mittee with the aid of the college faculty, the lowa 
chapter of A.A.G.P., and the Iowa State Medical 
Society. 

Medical college officials hope that preceptors will 
provide room and board for students assigned to 
them, and in return the students will aid the pre- 
ceptors without receiving payment for their services. 


Review Course for General Practitioners 
Is In Progress at Albany Medical College 


Tue Albany Medical College is offering several con- 
tinuation courses for practicing physicians in upper 
New York State, western Vermont, and Massachu- 
setts. 

One of the courses, a broad general view session 
designed particularly for general practitioners in 
accordance with the suggestion of the New York 
chapter of the Academy, is in progress now. It be- 


gan February 14 and is being held each Thursday 
through March 27. 

Other Thursday sessions on surgical advances are 
now being held and will continue until April 10. 
Advances in cardiology will be held on each Thurs- 
day—April 17-May 8. The final comprehensive re- 
view will be held May 15. 


Yeshiva University Medical School 
To Pioneer in Seven Areas of Study 


A NEw approach to medical education emphasizing 
seven major untried areas of study will be used in 
the nation’s first non-sectarian medical school under 
Jewish sponsorship, the Medical School of Yeshiva 
University in the Bronx. 

Dr. Harry M. Zimmerman of New York is 
newly-appointed director of the school. 

Yeshiva University will pioneer in seven cate- 
gories of study—fluidity of curriculum, socio-eco- 
nomic aspects, home care, ethical practices, preven- 
tive and legal medicine, and group practice. Dr. 
Zimmerman says that revoluntionary methods in 
medical teaching will take place in these divisions, 
incorporating the latest advances of the medical 
profession. 
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Restful sleep lasting from five to 
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Knox Gelatine ... useful 


in health and disease 


Necessary for Nitrogen Balance 


Good dietary practice admits of an 
optimum protein intake of about 100 
grams per day with a minimum of not 
less than 1 gram per kilo of body weight. 
At least half of the protein should be of 
first class biologic value, the remainder 
furnished in a readily assimilable form 
the 14 or more synthesizable amino 
acids necessary for nitrogen balance. 


Excess Protein Assured 


Since large amounts of whole pro- 
tein are necessary to assure a margin of 
safety for varied metabolic needs, an ex- 
cess of protein intake is assured through 
the use of Knox Gelatine Drink daily. 
One envelope of Knox Gelatine readily 
prepared with fruit juice, water or milk, 
as the patient desires, provides 7 grams 
of gelatine of which 85 per cent is pure 
protein. 


protein supplement 


For Optimal Health 


Since protein is not stored in the 
body, the daily catabolic needs and any 
extraordinary requirements must be 
taken care of daily, in order to assure 
optimal health. 


Glycine and Proline Important 


Knox Gelatine is a valuable pro- 
tein supplement, easy to digest and ad- 
minister as well as being non-allergenic. 
Knox Gelatine contains important gly- 
cine and proline necessary for hemoglo- 
bin formation. It has a high specific dy- 
Mamic action, spares essential amino 
acids and furnishes amino acids for the 
continuous dynamic exchange of nitro- 
gen in the tissues."’’ 


1 Schoenheimer, R., Ratner, S., and Rittenberg, D., J. Biol. 
Chem., 127:333, 1939 and 130:703, 1939. 


o send for brochures on diets of Diabetes, Coli- 
is, Peptic Ulcer .. . Low Salt, Reducing, Liquid 
nd Soft Diets. 
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He also points out, “Under the current compli- 
cated medical system each specialty has become in- 
creasingly narrow. It has frequently reached the 
point where we lost sight of the fact that doctors 
are supposed to take care of sick péople. The 
Yeshiva Medical School will strive to give the 
students a well-rounded medical education.” 

The opening class will consist of 100 students, 
but the goal is for a 400-student enrollment. 


Penn’s General Practice Society Boasts 
Largest Student Membership at University 


Genera Practice Society of the University of 
Pennsylvania School of Medicine which had its 
first meeting in November now reports that it has 
the largest membership of any of the student so- 
cieties at this medical school. 

This society, developed in response to the need 
of emphasis on the family doctor away from spe- 
cialization, was first conceived by a group of fresh- 
man medical students in 1950. A year ago, with 
the encouragement of the school dean, Dr. John 
McK. Mitchell, Dr. Benjamin Schneider, president 
of the Pennsylvania chapter, and others, the organi- 
zation began taking form. 

John Hipps is president of the General Practice 
Society and Charles Johnston, Kenneth Dole, and 
George Evans hold the posts of vice-president, sec- 
retary, and treasurer, respectively. 

At the January 8 meeting, Dr. Francis F. Borzell, 
speaker of the House of Delegates of the A.M.A., 
Lester Perry, Pennsylvania State Medical Society's 
executive secretary, and Dr. Joseph W. Post, presi- 
dent of the Philadelphia County Medical Society, 
presented a panel on “The Organization of Ameri- 
can Medicine.” 

Monthly programs feature speakers, motion pic- 
tures, and panels on subjects having to do with 
general practice. The society hopes to promote a 
mutually beneficial liaison between itself and the 
specialty societies. 


General Practitioner of the Year To Be 
Honor Guest at Indiana Chapter Luncheon 


Guest of honor at the All-Indiana luncheon to be 
held March 26 at the Claridge Hotel in Atlantic 
City will be the Hoosier state's own Dr. Albert 
Yoder, who was selected General Practitioner of the 
Year by the A.M.A. in December. 


Dr. Yoder is an emeritus member of the Indiana 
chapter. 
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John G. Hipps. 


The luncheon is being held by the Indiana chap- 
ter during the A.A.G.P.’s Fourth Annual Scientific 
Assembly. Thirty-five of Indiana’s general practi- 
tioners and a group of the Academy officers will 
attend. 


Virginia Medical Society Names General 
Practitioner to Be Its President-elect 


Tue Medical Society of Virginia has chosen general 
practitioner Dr. James L. Hamner of Mannboro to 
be its president-elect. Dr. Hamner is a past president 
of the Virginia chapter of the A.A.G.P. _ 

A native of Amelia County, Dr. Hamner has 
practiced there since World War I. He has been 
active in medical association work having been pres- 
ident of the Amelia County and Fourth District 
Medical Societies and a member of the Medical 
Society of Virginia’s Council for eight years. Dr. 
Hamner also has held several vice-presidencies in 
the medical groups. 

He is co-editor in the department of general piac- 
tice in Southern Medicine and Surgery as well as a 
consultant in general practice on the editorial board 
of Current Medical Digest. 

Public health has been one of the main interests 
of this busy Virginian and he is now active in state 
health groups in Virginia. 

Other general practitioners who were named to 
top positions in the state medical association were 
Dr. Ira L. Hancock of Creeds and Dr. Mary E. 
Johnston of Tazewell. Dr. Hancock, the immediate 
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past president of the Virginia chapter of A.A.G.P., 
is first vice-president of the state medical group and 
Dr. Johnston, a former member of Virginia chapter's 
board of directors, was elected third vice-president 
at this meeting. 

Dr. Malcolm H. Harris of West Point, another 
academy member, was elected one of the three dele- 
gates to the American Medical Association from the 
Medical Society of Virginia. 


Family Doctor Should Take Lead In 

Helping the Alcoholic—Dr. Tomb 

Tue family doctor should take 
the lead in helping the alco- 
holic, Dr. Andrew S. Tomb 
of Victoria, Tex., nationally- 
known authority on alcohol- 
ism, told his audience at the 
second annual seminar of the 
Mississippi chapter of A.A.- 
G.P. held recently in Jackson, 
Mississippi. 

Dr. Tomb, a past president of the Texas chapter, 
is a member of the Texas Governor's Committee on 
Alcoholism and of the American Medical Associa- 
tion’s Committee on Alcoholism. 

He will serve as moderator at a panel on problem 
drinking March 25 at the Fourth Annual Scientific 
Assembly of the A.A.G.P. in Atlantic City. 

“Because the family doctor is usually held in high 
esteem in his community and has the confidence of 
his patients, he is the best person to take the lead 
in helping the alcoholic,” Dr. Tomb said. 

He explained there are two phases in treatment 
of the alcoholic. The doctor first removes the alcohol 
and then efforts are made through personality re- 
habilitation to remove the defects which led to this 
form of escapism. 

The Texas general practitioner highly praised 
Alcoholics Anonymous as a rehabilitative agency. 
A.A. statistics show that 65 per cent of all prob- 
lem drinkers can be permanently cured, he pointed 
out. 

He said that until recent years when alcoholism 
has been recognized as a disease, the alcoholic had 
been “kicked around pretty badly and had not been 
looked on with any degree of tolerance.” 

“Alcoholics,” Dr. Tomb concluded, “have been 
battered about in the wet-and-dry fight, but with 
rehabilitation, there is no end to what these people 
can do.” 


Skin Diseases to Be Topic at St. Louis 

General Practitioners Study Club Meeting 
Dr. Josep Grinpon of St. Louis will be guest 
speaker of the General Practitioners Study Club of 
Greater St. Louis at its March 19 meeting. He will 
discuss the common skin diseases and their treat- 
ment. 

On April 16, Dr. John A. Virant will speak on 
ear, nose, and throat problems of interest to the 
general practitioner. Earlier club programs in 1952 
were presented by Drs. Robert E. Ryan and Roland 
M. Klemme. All the speakers are St. Louis physi- 


cians. 


Dr. Merrill Shaw Gets President-elect 
Post in King County Medical Society 


Dr. Merritt SHaw of Seattle, Wash., chairman of 
the Commission on Education of the A.A.G.P., has 
been named president-elect of the King County 
(Washington) Medical Society. 

The new president-elect has been in general prac- 
tice in Seattle since 1933, except for a four-year 
period as a navy medical officer with amphibious 
forces in the Pacific. 

He was the first president of the Washington 
chapter of A.A.G.P. and is a past president of the 
King County chapter of the Academy. 

Dr. Shaw also has served three years on the King 
County Medical Society’s board of trustees, was 
chairman of the intra-professional council, was 


Merrill Shaw, M.D. 
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chairman of the medical advisory board of Harbor- 
view County Hospital in 1950, and served seven 
years on the advisory board of the King County 
Medical Service Bureau. 


New Postgraduate Medicine Department 
Tailored to Tennessee Doctors’ Needs 


Tue establishment of a Department of Postgraduate 
Medicine at the University of Tennessee is an- 
nounced by Dr. O. W. Hyman, vice-president of 
the University Medical School in charge of medical 
units and dean of the College of Medicine. 

L. W. Kibler, who has been field director for 
the Postgraduate Medical Education program of the 
Tennesee State Medical Association for 15 years, 
will be the department head. 

The University’s program will be tailored to fit 
the needs of the busy practitioner who has been out 
. of school several years and will utilize the facilities 
of Memphis’ medical center. Attendance at courses 
will be accepted for A.A.G.P. postgraduate credit. 

Short but intensive courses of three days to two 
weeks duration will be offered. 


Medical News in Small Doses: 


Tuts month’s personality in “After Hours,” Dr. 

Walter Roehll of Middletown, Ohio, was one of 
~~ the heroes on the snowbound streamliner City of 
San Francisco. During the four-day drama in Jan- 
uary, Dr. Roehll, himself a passenger, managed to 
keep a narcotic addict in tow by doling out meager 
amounts of morphine. Luckily, Dr. Roehll had a 
small amount of the drug with him. . . . Dr. R. B. 


Robins, who will be installed as president of 
A.A.G.P. this month, was guest speaker at the 75th 
annual installation banquet of the Orleans (Louisi- 
ana) Parish Medical Society on January 14... . 
Brigadier General James O. Gillespie, former chief 
of medicine at Letterman Army Hospital in San 
Francisco, has assumed his duties as senior army 
staff member on the Armed Forces Medical Policy 
Council. During World War II the General spent 
3% years as a prisoner of the Japanese. He had 
been commanding officer at a general hospital on 
Bataan. . . . Chicago Medical Society is offering a 
$1,000 award to the Cook County Clllinois) resi- 
dent who submits the best plan for improving medi- 
cal care. March 1 was the deadline for all entries. 
The winner will be notified about April 1. . . . The 
Academy's speaker of the Congress of Delegates 
Dr. J. S. DeTar acted as moderator during a session 
on the Fifth Annual Michigan Rural Health Con- 
ference January 11 and 12 in Ann Arbor. He is 
president of the Michigan Health Council. . . . 
Dr. Charles L. Farrell of Pawtucket, R. I., Acad- 
emy member, was among the speakers at the fall 
meeting of the Council of New England State 
Medical Societies in Boston. He discussed “Medi- 
cal-Service Insurance Plans Viewed by Practicing 
Physicians.” . . . Oklahoma’s Dr. Malcom Phelps is 
a member of the public policy committee of the 
Oklahoma State Medical Association. Previous 
membership of six has been increased to 12... . 
The 16th Annual Postgraduate Institute and Con- 
vention which will be held April 1-4 in Philadelphia 
has been approved for postgraduate study credit by 
the A.A.G.P. The Philadelphia County Medical 
Society arranged the program. 


Moment of Relaxation—A.A.G.P. staff personnel and members of the General Committee on Arrangements 
shown at the fall pre-Assembly meeting in Atlantic City. Seated (left to right) are Dr. Aaron Horland, Dr. |. P. Froh- 
man, Dr. T. M. Silverman, Dr. J. H. Thomas, Dr. W. B. Hildebrand, Dr. J. P. Sanders, Mac F. Cahal, Dr. Arthur P. Trew- 
hella, Mrs. Trewhella, Miss Clare Sennott, Mrs. Edwin Rosner, and Mrs. Vincent R. Campana. Standing (left to right) 
are M. G. Hermetet, Miss Helen Cobb, Dr. Nathan E. Needle, Dr. Harold A. Tarrant, William G. McVay, Charles E. 
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Nyberg, Dr. Sam Garlan, Dr. H. W. Eshbach, and Dr. Vincent E. Campana. 
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Crystalline Dihydrostreptomycin Sulfate—the purest form of dihydrostrepto- 
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ADVANTAGES; _ 1. powerful bactericidal action through the mutual synergism of these 
two drugs 
2. a wide range of application since the bacterial spectra of the two 
drugs supplement each other 
3. a remarkably high degree of safety 


PenStrep is especially useful in treating mixed infections of susceptible gram- 
positive and gram-negative organisms and may be of value in conditions of 
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NEWS FROM 


THE STATE CHAPTERS 


THE tentative scientific program scheduled for the 
Fourth Scientific Session of the Indiana chapter 
which will be held April 15-16 in Indianapolis has 
been announced by Dr. Norman Booher, secretary. 

Lectures for the two-day program will get under- 
way at 1:00 p.m. April 15 with Dr. Sprague Gardi- 
ner of Indianapolis, Evelyn Duvall, Ph.D. of Chi- 
cago, and Dr. Wilmer Wirts of Philadelphia pre- 
senting the afternoon speeches. A joint meeting 
with the Indianapolis Medical Society will be 
held at 8:00 p.m. 

Drs. Edward Fries of Washington, D. C., Tinsley 
Harrison of Birmingham, Ala., W. D. Stroud of 
Philadelphia, and Charles W. Hendricks of Ohio 
State University will be April 16 lecturers. A panel 
on “Therapeutic Gems” will be held at 1:30 p.m. 
with Drs. Glen W. Irwin, William Martz, Don 
Wolfram, and Bernard Rosenak, all of Indianapolis, 
taking part. Dr. F. P. Jones will be moderator. 

Dr. George W. Crane of Chicago, who is writer 
of the syndicated column, “The Worry Clinic,” 
will be banquet speaker. At noon on April 16 a 
luncheon will be held with Eugene Pulliam of the 
Indianapolis Star-News as speaker. 

Dr. J. W. Fons is the new president-elect of the 
Wisconsin chapter. Officers for the 1952 term are 
Dr. Erwin C. Cary of Reedsville (see cut), presi- 
ident, and Dr. Robert F. Purtell of Milwaukee, 
secretary-treasurer. New directors are Drs. C. G. 
Reznichek, G. J. Schultz, and R. L. MacCornack. 

Plans are already underway for the Fourth An- 
nual Scientific Assembly of the New York chapter 
although the meeting, October 19-22, is months 
away. Dr. Max Cheplove, president of the Erie 
County chapter, is general chairman for the 1952 
assembly which will be held in Buffalo. He is in 
the process of naming members of subcommittees 
so that various phases of planning can be made. 

March 5 and March 12 sessions remain in the 
series of diversified programs which have been held 
early in 1952 by the New Jersey chapte: in co- 
operation with the Middlesex County Medical So- 
ciety. Each of the meetings have been held for two 
hours at the Roosevelt Hospital at Metuchen, N. J. 
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What to Take to Bermuda 


In GENERAL, the weather in Bermuda is warm 
and “summery” by the middle of March, with 
temperatures ranging from 65 to 75 degrees. 
Evenings can be cool, so it is advisable to bring 
along light topcoat and even a raincoat. 

Women will live in cotton dresses, Bermuda- 
length shorts, and simple blouses during the day, 


. whether sightseeing, shopping, playing golf, or 


cycling. It is wise to have a couple of sweaters 
(cardigans are the most useful). For afternoon 
tea on one of the outdoor terraces, cocktails at 
one of the smart, new clubs in town, or dinner 
at the hotel, a simple silk dress is appropriate. 
An informal evening dress will find use on 
Thursday and Saturday nights at the large hotels 
and guest houses, but other nights dressy cot- 
tons, and whirling skirts and blouses will be the 
tule. A bathing suit is a “must” for hours spent 
swimming and lolling on the beach. An extra 
suit is always useful, and so is a terry-cloth robe. 
Low-heeled shoes are important during the day, 
and sneakers are required for tennis. Light and 
bright colors in clothes are most popular. 

Men will want to bring a couple of light- 
weight suits—seersucker, linen, or tropical 
worsted. Most of the day will be spent in long 
shorts with knee socks or slacks and a shirt. 
Extreme resort clothes are out, and men should 
remember that most restaurants and dining rooms 
require a coat and tie. A lightweight sports coat 
will find a lot of wear. For Thursday and Satur- 
day evenings a white dinner jacket is appropriate, 
but not necessary. Men will need beachwear and 
sports clothes, depending on individual sports. 
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fora GOOD NIGHT... 
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GOOD MORNING 


TRADEMARK 
PENTOBARBITAL + PHENOBARBITAL 


A NEW TWINSACTION SEDATIVE 


UNIQUE CONSTRUCTION FOR PROMPT SEDATION 
Sugar Coating TWIN-BARB's shell of pentobarbital 
Pentobarbital sodium (1 gr.) ensures restful 

Enteric Coating sleep within fifteen to thirty minutes. 

Phenobarbital There is no preliminary excitation, 

such as often results from unmod- 
ified phenobarbital medication. 


TWIN-BARB* is a layered tablet combining two 
time-proved barbiturates in tandem array. 


...NIGHTLONG SLEEP 


TWIN-BARB contains a nucleus of 
- Phenobarbital (2 gr.) which is 
enteric-coated for delayed effect. 
The initial level of sedation is thus 
sustained throughout the night. 


TWIN-BARB is supplied in bottles of ASC 
100 and 1,000 round, blue tablets; also avail- B. F. HER & CO., wee. 


able as reduced-strength, oblong, gray tablets. Clhical Wedicinals 
(Y2 gr. phenobarbital, % gr. pentobarbital 


sodium). KANSAS CITY, MISSOURI 


*Trademark of B.F. Ascher & Co., Inc. 
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TR»: biturate balance minimizes the like- 
it lihood of “hangover” symptoms 


“Gastric Hemorrhage—Its Treatment” will be the 
topic of Dr. James L. A. Roth of the University of 
Pennsylvania at the March 5 meeting. On March 
12, “Applied Psychosomatic Medicine in General 
Practice” will be presented by Dr. Edward Weiss of 
Temple University. 

New officers were installed at the January meet- 
ing of the Los Angeles (California) chapter. Dr. 
Daniel Beltz is president, Dr. Charles Nelson, pres- 
ident-elect, Dr. William Zimmerman, vice-presi- 
dent, and Dr. Gordon Beckner, secretary-treasurer. 

Dr. Paul Tanaka, one of the founders of the 
Santa Barbara (California) County chapter, is new 
president of the group. Another founder of the 
county chapter, Dr. Horace Coshow, is president- 
elect, Dr. Warren R. Austin, past-president of the 
county group, is vice-president, and Dr. Henry 
Hoegerman will continue as secretary-treasurer. 

It was decided at a recent meeting that the Santa 
Barbara county chapter president also should serve 
as Chief of Section on the Cottage Hospital Execu- 
tive Board, as Chief of General Practice Division 
at the County Hospital, General Practice Liaison 
Officer with the St. Francis Hospital, and as dele- 
gate to the state convention. 

New president of the San Francisco (California) 
chapter is Dr. Donald Lastreto. Other chapter officers 
for the new year are Dr. Eldor Sailer, vice-president; 


Dr. Erwin C. Cary is president of the Wisconsin 
chapter of A.A.G.P. Last year he served as chairman 
of the chapter's membership committee. He has also 
been speaker and vice-speaker of Wisconsin 
State Medical Society's house of delegates. 


Aunts in the Printers’ Plants 


UNDERTAKER’S BUSINESS AGENT 
He stated that while insecticides and other pest 
control chemicals were a boon and a necessity to 
farmers and small gardeners, these same chemi- 
cals, if properly used can cause death among 
human beings as well as livestock.—Burlingham 


CWash.) Labor News. 


PERSONAL PRESCRIPTION 
Dr. Marspen is retiring from practice. Hale 
and hearty and 65, the physician says he wants 
a little peach and quiet.—Loring (Calif.) Star. 


PROBABLY ON THE WRONG TRACK 
AFTER two months in a coma, Clarellen Rible, 
of Neptune, N. J., has regained consciousness. 
Doctors performed four train operations without 
finding the cause of the coma.—Corliss (N. J.) 
Gazette. 


HOLY SMOKES! 
A week after 30 articles had been removed 
from the stomach of a man, operated on at 
Darlington Memorial hospital, London, a domini 
was also recovered.—Delta (Pa.) Press. 


HOW’S YOUR MUSCLES, DOC? 


Wantep-Strong man for stork room and de- 
livery.—Omaha (Neb.) World-Herald. 


OH, WELL 
As AN encore, Miss Brown played the old 
favorite, “Carry Me Back to Old Virginity.”— 
Winfield (Kan.) Courier. 
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Each VERTAVIS-PHEN tablet contains: 


Whole-powdered veratrum viride . 10 Crow Units 
Phenobarbital... ............ Ya groin 


SUPPLIED: Bottles of 100, 500, 1000 tablets. 


IRWIN, NEISLER & COMPANY 
DECATUR, ILLINOIS 


and Dr. Lawrence Trauner, the secretary-treasurer. 

The Andrew Jackson (Tennessee) chapter in co- 
operation with Vanderbilt University School of 
Medicine plans to inaugurate postgraduate courses 
in medicine at no cost for general practitioners in 
Tennessee. The courses will offer 24 to 30 hours 
of postgraduate instruction in a 12-month period. 

May 7-8 are the dates for the Missouri chapter 
convention which will be held in Jefferson City. 
Dr. E. R. Bohrer is in charge of local arrangements. 

A one-day seminar on gynecology was held Jan- 
uary 13 in Cincinnati by the Southwestern Ohio 
Society of General Physicians. Dr. Joseph Lindner, 
who is chairman of the A.A.G.P. Committee on 
Scientific Assembly, is a member of the executive 
committee. Another seminar, one on “A Selection of 
Contagious Diseases” was completed March 6. It 
had been held each Thursday since January 31. 

The Wyoming chapter, in co-operation with the 
University of Colorado School of Medicine, is spon- 
soring a series of 12 lectures in general medicine at 
Cheyenne, Wyo. The lectures will be given every 
Wednesday evening starting March 20. The course 
is designed as a practical review of medical, surgi- 
cal, and obstetrical problems for general practi- 
tioners. 

A course in clinical allergy, consisting of 10 ses- 
sions of two hours each, is being given at Mount 
Sinai Hospital in Philadelphia. The course, which 
began February 27 and will continue until April 
30, is sponsored by the Philadelphia (Pennsyl- 
vania) chapter and the medical staff of the hos- 
pital. It is designed for general practitioners and 
will stress office management of allergic diseases. 
Dates of other sessions to be held are March 12, 19, 
and 26; April 2, 9, 16, 23, and 30. 

The Virginia chapter will hold its second annual 
scientific session May 8-9 in Roanoke. Dr. Linwood 
Ball of Richmond reports that all available booths 
for technical exhibits have been taken. Plans are 
being made for the banquet and dance which will 
close the two-day session. 

An excellent program has been arranged with 
sixteen outstanding speakers in many fields of the 
medical services in charge. Each of the full-day sci- 
entific sessions will be open at 9:00 a.m. 

The program includes lectures on roentgenology, 
use of shock therapy, the diabetic, the geriatric pa- 
tient, management of hyperthyroidism, hormone 
therapy for the gynecologic patient, and simple frac- 
tures. Others are: prostatism, dental problems in 
pediatrics, use and choice of diuretics, and the 
uses and abuses of antibiotics. 
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the natural 


Each tablet or capsule, 
_and each 5 cc. of elixir 
contains: hyoscyamine 
sulfate, 0.1037 mg 


‘A. H. ROBINS CO., INC. 
RICHMOND 20, VA. : 
Ethical Pharmaceuticals 


fee full analgesia 
on small . 


When pain is too severe for relief by common 
analgesics, the use of Phenaphen with Codeine can 
often postpone or avoid resort to other narcotics. 
The additive influence of Phenaphen’s ingredients— 
phenacetin, aspirin, phenobarbital and hyoscyamine 
sulfate—synergizes its codeine phosphate... permits 
its use in small dosage, free from its frequently 
adverse side-effects. Phenaphen with Codeine 

treats not only the pain, but “patients in pain” 
.--easing the entire pain reaction pattern. 


(The original non-narcotic formula) 


PHENAPHEN WITH CODEINE PHOSPHATE % GR. 
(Phenaphen No. 2) 


PHENAPHEN WITH CODEINE PHOSPHATE ¥ GR. 
(Phenaphen No. 3) 


A. H. ROBINS CO., INC. RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 


Phenaphen: 
wit Codeine 


ge 
¥ 
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Officers, Delegates, and Alternates in the State Chapters 


| 


vice president or secretary 
president-elect (with address) delegates alternates 


Jr, J. N. Carmichael, W. A. Dozier, Jr., George W. Newburn 
Fairfield 17 Molton Street, 


Fount Richardson, 
Texarkana P. O. Box 83, 
Fayetteville 


California Antonio J. Franzi, 
3147 Mission St., 
San Francisco 

Exec. sec.: 

William W. Rogers, 


Colorado Willis Hardesty, Cyrus W. Anderson, Michel Bogard, 
2704 W. 32nd Ave., Denver Denver 
Denver James Perkins, Paul Hildebrand, 
Denver Brush 


Peter J. Scafarello, Mario P. Rocco, Peter J. Scafarello, Michael S. Shea, 
Hartford 1125 New Britain Ave., Hartford New Haven 
Elmwood Michael W. Palmieri, Edwin R. Connors, 

New Hoven Bridgeport 


J. Jesse Selinkoff, Marjorie E. Conrad, Harold A. Tarrant, Harry Taylor, 
Wilmington 519 Philadelphia Pike, Wilmington 
Wilmington q George Boines, 

Wilmington 


Lewis A. Klein, Lewis A. Klein, 
2901 16th St. N. W., Washington Washington 
Washington Sherman A. Thomas, Samvel Diener, 

Washington Washington 


L. Paul Foster, Henry L. Harrell, 
1221 N. Orange, Ocala 


Walter W. Sackett, 
Miami 


Fred Simonton, 
Chickamauga 

Harry Cheves, 
Union Point 


Walter G. Hoge, Murland F. Rigby, M. T. Rees, 

Idaho Falls Shelley Rexburg Idaho Falls 

E. L. Soule, Joseph Marshall, 
St. Anthony Twin Falls 


Carleton R. Smith, June Rose, 
Peoria 14 East Jackson Bivd., 
Chicago 


Clarence H. Rommel, Norman R. Booher, 
Lafayette 447 E. Maple Road, 
Indianapolis 


Continued on page 165 
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: 
Alabama Arthur F. Wilkerson, 
Marion 
we iti Montgomery | Albert S. Dix, 
Mobile 
AT Arizona R. W. Hussong, Fonzie Butler, Donald G. Carlson, Lucille Dagres, R. W. Hussong, 
ie Phoenix Safford 543 E. McDowell, Phoenix Phoenix 
oli Phoenix Harry Southworth, Donald Nelson, 
Prescott Safford 
Arkansas M. D. McClain, H L. H. McDaniel, 
Little Rock Tyronza 
: Fount Richardson, 
Fayetteville 
Se John G. Walsh, A. B. Carson, 
Sacramento Oakland 
eee Carroll B. Andrews, 
450 Mission St., 
6a San Francisco 
Connecticut 
Delaware 
Dist. of Col. W. R. Stovall, S. A. Thomas, 
Washington Washington 
1 
Jack le Jack: | 
a? Georgia Albert R. Bush, Maurice F. Arnold, Albert R. Bush, 
Howkinsville Hawkinsville Howkinsville 
ie 
ae Mlinois H. Marchmont-Robinson, | Carleton R. Smith, 
Chicago Peoria 
W. H. Walton, Anthony Cesare, 
ae Belleville Chicago 
ae Indiana Norman R. Booher, Louis How, 
Indianapolis | South Bend 
Fee | O. T. Scamahorn, G. W. Herrold, 
| Pittsboro | lafayette 
163 
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The American ~Seademy of Generad BPrackie 


fileased be 


(QO THE M&R AWARD 


PRESENTED BY THE M & R LABORATORIES 


lhe most seen lifer nilectes 


fullished diving lhe 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 
WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 
BY A SPECIAL AWARDS COMMITTEE 
APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY, DIRECTORS, AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 
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Officers, Delegates, and Alternates in the State Chapters—continued — 


vice president or 
president-elect 


secretary 
(with address) 


alternates 


lowa 


C. V. Hamilton, 
Garner 


George L. Thorpe, 
Wichita 


Ivan T. Schultz, 
Humboldt 


William M. Sproul, 
912 Equitable Bidg., 
Des Moines 


Donald H. Kast, Robert C. Mugan, 
Des Moines Sioux City 

C. A. Nicoll, William M. Sproul, 
Panora Des Moines 


George E. Burket, 
Kingman 


Clovis W. Bowen, 
212 Central Bidg., 
Topeka 


A. W. Fegtly, Albert C. Harms, 
Wichita Kansas City 

George L. Thorpe, R. G. Glenn, 
Wichita Protection 


Mt. Sterling 


Morgantown 


Thomas V. Gudex, 


John Rolf, 


Louisville Covington 
Daryl P. Harvey, John G. Samuels, 
Glasgow Hickman 


Columbia 


J. D. Martin, 
1819 Florida St., 
Baton Rouge 


M. C. Wiginton, F. M. Terral, 
Hammond Lake Providence 
E. L. Carroll, J. B. Gray, 


Columbia 


New Orleans 


Maine 


Walter D. Mazzacane, 
Old Orchard Beach 


Clyde I. Swett, 
Island Falls 


George Loewenstein, 
Great Chebeague 
Island 


W. D. Mazzacane, 


Alexander Magocsi, 


Old Orchard Beach York Village 
David Ascher, Clyde I. Swett, 
Patten Island Falls 


Maryland 


E. |. Baumgartner, 
Oakland 


Nathan E. Needle, 
2314 West N. Ave., 
Baltimore 


Charles O'Donnell, 


Towson 


E. |. Baumgartner, 


Oakland 


George A. Knipp, 
Baltimore 

Harold Plummer, 

Preston 


Massachusetts 


Harvey A. Kelly, 
Winthrop 


R. Adelaid Draper, 


1107 Washington St., 
Dorchester 


John R. Fowler, Dean S. Luce, 
Barre Canton 

Harold F. Brown, John E. Leary, 
Newton Center Springfield 


E. Clarkson Long, 
Detroit 


Russell Fenton, 
15125 Grand River 
Ave., Detroit 


John S. DeTar, Perry C. Gittins, 
Milan Detroit 

John H. Schiemer, Som Buist, 
Detroit Grand Rapids 


James A. Blake, 
Hopkins 


Alexander J. Ross, 
2723 E. 38th St., 
Minneapolis 


A. E. Ritt, Roger Hassett, 
St. Paul Mankato 
Donald C. Deters, G. P. Wenzel, 

St. Paul 


Moncure Dabney, 
Crystal Springs 


Moncure Dabney, 
Crystal Springs 


William T. Wagenbach, 
St. Louis 


W. W. Tillman, 
1630 N. Jefferson 


W. E. Hungerford, 
1904 Spencer St., 
Omaha 


Kentucky R. R. Slucher, Joe M. Bush, D. G. Miller, Jr., 
Buechel 
Louisiana M, C. Wiginton, E. L. Carroll, 
Hammond 
— 
Saginaw 
Minnesota Willis L. Herbert, 
Minneapolis 
Pelahatchee Meridian Picayune 
S. K. Johnson, 
Pelahatchee 
Missouri M. B. Casebolt, Fo P| Robert C. McElvain, Kenneth Glover, 
; Kansas City St. Louis Mount Vernon ; 
Springfield William J. Shaw, Robert Myers, 
Fayette Kansas City 
é Montana J. A. Mueller, J. W. Schubert, Robert H. Leeds, John W. Schubert, Julio R. Soltero, . 
: Lewistown Lewistown 72 Fourth St., Lewistown Billings 
f Chinook Brownlow C. Farrand, Arthur A. McAuley, 
Jordan Choteau 
a Nebraska Harvey D. Runty, John A. Brown, Paul S. Read, A. W. Anderson, 
DeWitt Lincoln Omaha Lexington 
fe William J. Gentry, Paul J. Heidrick, 
Gering Lincoln 
y Continued on page 167 
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EACH TABLET CONTAINS: 


This specially-designed formula 
permits dependable nitrite therapy 
with less risk of developing nitrite 
tolerance. 

Rutol is particularly favored 
by physicians advocating “‘inter- 
rupted’’ nitrite therapy—to 
maintain maximal therapeutic re- 


sponse. The 16 mg. (% gr.) of 
mannitol hexanitrate in Rutol 
Tablets provides the established 
minimal effective dose—together 
with a prophylactic dosage of 
rutin, to guard against vascular 
accidents, and phenobarbital, for 
cerebral sedation. 


PITMAN-MOORE COMPANY 


Division of Allied Laboratories, Inc. 


2 TRADE MARK Indianapolis 6, Indiana 
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Officers, Delegates, and Alternates in the State Chapters—continued 


a 


president 


secretary 
(with address) 


alternates 


Stanley L. Hardy, 
las Vegas 


C. David Lambird, 
201 Fifteenth St., 


C. David Lambird, 
Sparks 

Fred W. Meng, 
Reno 


Nathan Brody, 
Laconia 


Falko W. Schilling, 
Manchester 

William F. Putnam, 
lyme 


Theodore M. Silverman, 
Elizabeth 


A. P. Trewhella, 
376 Fairmount Ave., 
Jersey City 


Aaron Horland, 
Newark 

Sidney Becker, 
Keyport 


Roger P. Brassard, 


Albert M. Rosen, 
Theater Bidg., 
Taos 


H. A. Freedman, 
Albuquerque 

M. A. Tanny, 
Albuquerque 


Samvel A. Garlan, 
New York City 


Raymond S. McKeeby, 
84 Main Street, 
Binghamton 


Edward L. Schwabe, 
Brocton 

Samvel A. Garlan, 
New York City 


Hannibal H. Paolozzi, 
Utica 


John R. Bender, 
Nissen Bidg., 
Winston-Salem 


W. A. Sams, 
Marshall 

C. Grady Dixon, 
Ayden 


Milton S. Clork, 
Goldsboro 
Henderson Irwin, 


Ira D. Clark, Jr., 
Casselton 


Gordon L. Erbaugh, 
Dayton 


Earl D. McCallister, 
1113 Bryden Road, 
Columbus 


Earl C. Van Horn, 
Cincinnati 

Howard R. Mitchell, 
Columbus 


Sandusky 
Thomas R. Shehan, 
Shaker Heights 


Francis R. First, Jr., 


Allen G. Gibbs, 
521 N. W. 11th St. 
Oklahoma City 


M. B. Glismann, 
Oklahoma City 

Malcom Phelps, 
El Reno 


Robert C. Knott, 
Miner Bidg., 
Eugene 


N. James Dunn, 
Florence 

Hugh Stites, 
Forest Grove 


Harry K. Marcy, Jr., 


Horace W. Eshbach, 
3814 Crest Road, 
Drexel Hill 


J. Herbert Nagler, 
Philadelphia 

Louis H. Weiner, 
Philadelphia 


James D. Weaver, 
Erie 

Joseph J. Bellas, 

Farrell 


A. Uoyd Lagerquist, 
Riverside 


Richard J. Kraemer, 
586 Broad Street, 
Providence 


Charles E. Millard, 
Warren 

Marden Grant Platt, 
Riverside 


Richard J. Kraemer, 
Providence 

Jean M. Maynard, 
West Warwick 


Hervey W. Mead, 
Pendleton 


R. L. Crawford, 
Lancaster 

W. W. King, 
Batesburg 


Keith Sanders, 
Kingstree 
H. W. Mead, 
Pendleton 


John A. Kittelson, 
400 Boyce-Greeley 
Bidg., Sioux Falls 


John A. Kittelson, 
Sioux Falls 

L. J. Pankow, 
Sioux Falls 


Faris F. Pfister, 
Webster 

Magni Davidson, 
Brookings 


GP @ March, 1952 


Continued on page 169 


state president-elect delegates 
Nevada H. Earl Beinap, H. Earl Belnap, ; 
Sparks Sparks 
e Sparks 
New Hampshire Israel Dinerman, William F. Putnam, 
Canaan lyme Laconia 
Rochester 
Collingswood Passaic 
Harry Toff, 
Newark 
i: New Mexico M. A. Tanny, 
‘ New York pe Floyd Bratt, John Mosher, 
Rochester Coeymans 
North Carolina | V. H. Duckett, J. Fritz, 
Canton Asheboro 
Eureka 
i Ohio Thomas Rardin, Ross M. Knoble, 
Oklahoma Lee R. Withite, James S. Petty, 
Dorie Checotah Perkins Guthrie 
H. K. Speed, 
Sayre 
heh Oregon Verne L. Adams, Ennis R. Keizer, ; Richard E. Mills, 
a Eugene North Bend The Dalles 
4 
Pennsylvania Benjamin Schneider, PC 
ee Danville Pottstown 
bie. Rhede Island P| Joseph C. Kent, 
Edgewood 
South Carolina | Thomas G. Goldsmith, William P. Speissegger, | 
Greenville Charleston 
es South Dakota | ‘Faris F. Pfister, A. P. Reding, | 
Webster Marion | i 


URINARY 
INFECTION 


By attacking the basic causes 


of pain, burning, urgency, frequency and 
dysuria, URISED promptly and effectively combats 
such distressing urinary tract infections as pyelitis, cystitis and urethritis. 


Effective urinary antisepsis 


URISED rapidly reduces irritation, 
spasm and pus cell count—and en- 
courages healing of the mucosal 
surfaces through the dependable 
antibacterial action of methenamine, 
salol, methylene blue and benzoic 
acid, as they are secreted in the urine. 


Relaxation of smooth muscle spasm 


URISED quickly overcomes painful 
smooth muscle spasm and restores 


5547 N. Ravenswood Ave., Chicago 40, Ii 


FOR THE PROMPT Revere OF THE DISTRESSING SYMPTOMS OF URINARY INFECTION 


SPECIFY URISED 


CHICAGO PHARMACAL COMPANY const ranch: 


the 


OF PAIN - URGENCY: DYSURIA 


normal tone for welcome comfort 
and relief by providing the para- 
sympatholytic action of atropine, 
hyoscyamine and gelsemium. 


Dependable therapeutic action 


For prompt effective relief of the 
distressing symptoms of urinary infec- 
tion through therapeutically proved 
dual action, prescribe URISED 
Chimedic. 


Northwest Branch: Way, Seatti 


Angeles 7, Clit. 
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Officers, Delegates, and Alternates in the State Chapters—continued 


president 


secretary 
(with address) 


delegates 


alternates 


D. H. James, 
Memphis 


D. J. Johns, 
313 Bennie Dillon 
Bidg., Nashville 


D. H. James, 
Memphis 
C. B. Roberts, 

Sparta 


William M. Hardy, 
Nashville 

Matthew L. Dovis, 
LaFollette 


Bernard H. Bayer, 
104 E. Twentieth St., 
Houston 


R. G. Carpenter, 
Dallas 

J. D. Murphy, 
Fort Worth 


J. S. Holt, 
Dallas 

F. J. Daugherty, 
Fort Worth 


Myron L. Crandall, 
Salt Lake City 


Earl F. Wight, 
607 Judge Bidg., 
Salt Lake City 


J. J. Weight, 
Provo 

E. F. Wight, 
Salt Lake City 


Myron Crandall, 
Salt Lake City 

W. E. Cragun, 
Logan 


Harry M. Rowe, 
Wells River 


Stanley F. Dwinell, 
Bradford 


Clifford B. Harwood, 
Manchester Center 


John O. Boyd, Jr., 
Roanoke 


Edward E. Haddock, 
Richmond 


W. Linwood Ball, 
714 N. Boulevard, 
Richmond 

Exec. sec.: 

Helen N. Seller, 
Richmond 


Charles E. McArthur, 
504 Security Bidg., 
Olympia 


Carl Cone, 
Vancouver 

D. W. McKinlay, 
Spokane 


Edward Guyer, 
Seattle 

Frederick Judy, 
Spokane 


Thomas H. Bloke, 
St. Albans 


Raymond A. Updike, 
Montgomery 


Halvard Wanger, 
Corner Main & Duke, 
Shepherdstown 


James L. Patterson, 
Logan 

F. Carl Chandler, 
Bridgeport 


Charles L. Leonard, 
Elkins 

Carl B. Holl, 
Charleston 


Robert F. Purtell, 
758 North 27th St., 
Milwaukee 


E. L. Bernhart, 
Milwaukee 
George Forkin, 
Menasha 


Eli Chester Ridgway, 
Cody 


Richard P. Fitzgerald, 
Casper 


Willard H. Pennoyer, 
314 Hynds Bidg., 
Cheyenne 


E. J. Guilfoyle, 
Newcastle 
Glen H. Joder, 
Cheyenne 


John W. Devereux, 
1224 Punchow St., 
Honolulu 

Exec. sec.: 

Maxwell D. Boyd, 
Honolulu 


Maxwell D. Boyd, 
Honolulu 

Arthur L. Vasconcellos, 
Honolulu 
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q state | president-elect 
Tennessee G. D. Leguire, 
Maryville 
rae Texas Van D. Goodall, Chester Callen, 
Clifton Rotan 
Logan 
Creeds Stuart 
aera Mary E. Johnston, J. B. Kiser, 
Tazewell Emporia 
is Washington W. E. Rownd, Quentin Kintner, 
Bremerton Port Angeles 
Wisconsin Erwin C. Cary, J. W. Fons, Louis B. Uszler, ; 
Reedsville Milwaukee Milwaukee 
ce E. C. Cary, 
Reedsville 
Howaii Arthur L. Vasconcelos, Somvel R. Wallis, William N. Bergin, 
Honolulu Kauai Hilo 
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76.6% of patients 
preferred 


URAX 


for 


relieg 
of 


pruritus 


In a recent study! of 200 cases of itching dermatoses, 76.6% 
of all patients who had had previous experience with 
other antipruritics expressed a preference for Eurax Cream. 


In this study, as in previous reports*°, Eurax Cream produced 
complete relief of itching in approximately 65 per cent 
of cases, and partial relief in most of the remainder. 


Other favorable features of EuRAx Cream that were 
again confirmed include: 


V. Prolonged effect lasting up to 8 hours or more. 
V No loss of effect on continued use. 
Virtually complete lack of sensitizing or toxic properties. 


EURAX... not an antihistaminic or a -caine derivative . . . is indicated 
for prompt, prolonged relief of itch in practically all forms 
of dermatosis including pruritus due to administration 
of antibiotics. 

Eurax Cream* (brand of crotamiton cream) contains 10% 


N-ethy]l-o-crotonotoluide in a vanishing-cream base. 
Tubes of 20 Gm. and 60 Gm. and jars of 1 lb. at your local pharmacy. 


Bibliography 1. Hitch, J. M.: North Carolina M, J. 12:548, 1951. 
2. Peck, S. M., and Michelfelder, T. J.: New York State J. Med. 50:1934, 1950. 
3. Couperus, M.: J. Invest. Dermat. 13:35, 1949. 
4. Soifer, A.: Quart. Rev. Int. Med. & Dermat. 8:1, 1951. 
5. Johnson, S. M., and Bringe, J. W.: Arch. Dermat. & Syph. 63:768, 1951. 
*U.S. Pat. $2,505,681. 


Samples and Reprints on Request 


GEIGY PHARMACEUTICALS 
Division of Geigy Co., Inc. 
220 Church St., New York 13, N. Y. 
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ANNOUNCE DELEGATES’ 
REFERENCE COMMITTEES 


Tue following reference committees for the 1952 meeting 
of the Congress of Delegates have been appointed by 
Speaker J. S. DeTar: 
Sergeant at Arms: 
Illinois 

Assistant Sergeant at Arms: Seiberth S. Kety, Picayune, 
Mississippi 

Parliamentarian: John H. Schlemer, Detroit, Michigan 


H. Marchmont-Robinson, Chicago, 


Press Committee 
Chairman: Malcom Phelps, El Reno, Oklahoma 
J. D. Murphy, Fort Worth, Texas 


Credentials Committee 
Chairman: Cyrus W. Anderson, Denver, Colorado 
H. Earl Belnap, Sparks, Nevada 
G. Grady Dixon, Ayden, North Carolina 
William T. Putnam, Lyme, New Hampshire 
M. C. Wiginton, Hammond, Louisiana 


Reference Committee on Reports of Officers 
and Committees 
Chairman: Charles O’Donnell, Towson, Maryland 
Walter W. Sackett, Jr., Miami, Florida 
S. A. Thomas, Washington, D. C. 
D. H. James, Memphis, Tennessee 
A. E. Ritt, St. Paul, Minnesota 


Reference Committee on Hospitals 
Chairman: William J. Shaw, Fayette, Missouri 
Lucille Dagres, Phoenix, Arizona 
Harold F. Brown, Newton Center, Massachusetts 
Earl C. Van Horn, Cincinnati, Ohio 
Louis H. Weiner, Philadelphia, Pennsylvania 


Reference Committee on Education 
Chairman: W. H. Walton, Belleville, Illinois 
Samuel A. Garlan, New York City 
E. Irving Baumgartner, Oakland, Maryland 
C. A. Nicoll, Panora, Iowa 
Thomas V. Gudex, Louisville, Kentucky 


Reference Committee on Constitution and By-Laws 
Chairman: A. W. Fegtly, Wichita, Kansas 
O. T. Scamahorn, Pittsboro, Indiana 
J. Herbert Nagler, Philadelphia, Pennsylvania 
J. J. Weight, Provo, Utah 
J. Jesse Selinkoff, Wilmington, Delaware 


Reference Committee on Miscellaneous Business 
Chairman: John G. Walsh, Sacramento, California 
Brownlow Clifford Farrand, Jordan, Montana 
C. E. Mason, Beaverton, Oregon 
Albert S. Dix, Mobile, Alabama 


Arthur Leslie Vasconcellos, Honolulu, Hawaii 


Reference Committee on Legislation and Public Policy 
Chairman: Fount Richardson, Fayetteville, Arkansas 
Paul S. Read, Omaha, Nebraska 
Fred Simonton, Chickamauga, Georgia 
Ervin L. Bernhart, Milwaukee, Wisconsin 
Carl B. Cone, Vancouver, Washington 
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HYPERTENSION 


can be effectively 
controlled with.... 


TRIPLE- ACTING 


EFFECTIVE 
NON-TOXIC 
ECONOMICAL 


which combines 


peutically effec- 


tive ingredients 
essential for the correct 
management of hypertension. 


each 
TABLET contains: 


Veratrum viride 100 mg. 
Mannitol hexanitrate 1/. gr. VASODILATION 


Phenobarbital Y% gr.— SEDATION 


Rutin 10 mg. - CAPILLARY 
PROTECTION 


Samples and literature 
on 
request 


pharmaceutical co., ine. 
albany, n. y- 
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Syrup 


Roche’ 


non-narcotic—in place of codeine 
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coughed all 
patient 


HOFFMANN-LA ROCHE INC. 
ROCHE PARK * NUTLEY 10 » NEW JERSEY 


PRG 
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ee You are old, Father William,” the young man said, 


“And your hair has become very white; 


“And yet you incessantly stand on your head— 


“Do you think, at your age, it is right?%® 


Father William’s antics might well 
stand as the symbol of good health and 
energy we all hope to promote in older 
people today, as medical science accu- 
mulates more and more valuable know]l- 
edge of geriatric nutrition. 


To help your older patients follow 
your diet recommendations faithfully 
and with enthusiasm, Gerber’s offer the 
44-page Special Diet Recipe Book . . . 
to give easy, appetizing variety to Bland, 
Soft, Mechanically Soft, and Liquid 
Diets. 


Gerber’s Strained Foods are low 
in crude fiber, fat, and seasonings. And 


LEWIS CARROLL 


they’re all carefully processed to retain 
high nutritional values, true color, true 
flavor. Pre-cooked and packed in sizes 
that are ideal for individual use, Gerber’s 


FREE for use with patients: Gerber’s 
“Special Diet Recipes.” For your copies, 
write on your letterhead to Dept. 
103-2, Fremont, Mich. 


Gerbers 


BABY FOODS 


Over 50 varieties—Strained and Junior Meats, Vegetables, Fruits, Desserts, Cereals 
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_approach. 


KUTAPRESSIN 


srowing clinical evidence attests to the P * 

striking value of KUTAPRESSIN therapy 

in acne vulgaris; cases of acne rosacea  @ | r i 
and pruritus ani have also responded 

well to its use. The benefits apparently 


are due to cutaneous vaso-constriction. 
SUPPLIED: 10-cc. multiple-dose vials, 


These findings are being duplicated 
daily in medical practice by physicians 
who are increasingty enthusiastic about 
the results obtained with this unique 
new therapeutic agent. 


reduces papules, 
and comedones . . . modifies 
unsightly scarred areas. 


Te- 


Marshall, Wo. M. Times 79: 222, 1951. 


through leading pharmacies, surgica! 
supply dealers, and on direct order. 


Order a supply of xutapressin now, for 
trial in your resistant cases. 


Unban Co. 


Pharmaceutical Chemists Since 1894 
MEWAUKER 1 WISCONSIN 


Nierman, M. W.: Te be published, 

Stilllons, A. W.: Mississippi Valley M. J. 64 
135, 

Lichtenstein, M. R., and Stillians, A. W.: Arch, 
Dermat. & Syph. 45: 1942. 

Becker, 5. W., and Obermoyer, M. Medium 


Dermatology and Syphilolegy: ed, 2. of rs-Urban Co. 
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FOR YOU TO CONSIDER B SRE THE 195% ANGEOVER 


Raytheon Radar “MICROTHERM” merits thorough 
investigation on your part before expiration of the 
F. C. C. grace period and the changes in diathermy 
equipment it may involve. Compare “MICRO- 
THERM” with any other diathermy equipment: 


— for ease and speed of application the new 
Director “D” — available as an accessory at slight 
extra cost — now provides a complete range of con- 
trolled application over any desired area 


— for high clinical efficiency — penetrating en- 
ergy for deep heating — desirable temperature ratio 
between fat and vascular tissue— effective production 
of active hyperemia— desirable relationship between 
cutaneous and muscle temperature 


— for patient’s comfort and safety — no elec- 
trodes — no pads — no shocks or arcs — no contact 
between patient and directors 


— FOR AVOIDING TELEVISION INTERFERENCE. 
The new and highest television channel gives up to 
920 megacycles. Raytheon Radar “MICROTHERM” 
operates at 2450 megacycles, far, far above the televi- 
sion wave range. 


APPROVED BY THE F.C.C., CERTIFICATE NO. 0-477 
UNDERWRITERS’ LABORATORIES 


Excellence in Elechonics 


WALTHAM 54, MASS. 


| 
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R d it Hospirats and clinics, physicians and surgeons, more 
ecor 1 and more of them, are making photography routine. As a 
result, case histories are more accurate, more compre- 


hensive, less bulky; files are full of “‘live’’ material for 
teaching, diagnosis, research, reference. 


... with photographs 
in black and white, or color 


Melanoblastoma, scleral extension glayvcoma. infectious eczematoid dermatitis. 


Record it 


... with the 
Kodak Master View Camera 4x 5 


Get top-quality medical photographs with this compact, 
lightweight view camera. Combines great structural 
rigidity with operating flexibility. Has revolving back, 
rising-falling front, horizontal and vertical swings. Wide 
choice of Ektar lenses—all color-corrected—all with 
glass-air surfaces Lumenized. List price—camera, car- 
rying case and one holder—$145. Lenses extra. 

For further information, see your photographic 
dealer or write: 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


Complete line of Kodak Photographic Products for the 
Medical Profession includes: cameras and projectors— 
still- and motion-picture; film—tfull color and black-and- 
white (including infrared); papers; processing chemicals; 
microfilming equipment and microfilm. 


Serving medical progress through Photography and Radiography 


TRADE-MARK 


Intraoral pemphigus. 
SS 
<a 
3 
dali 
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Before intranasal administration of After instillation of the Suspension 
Paredrine-Sulfathiazole Suspension. in the Proetz—or head-low—position. 


(Photographs slightly enlarged.) 


These photographs show the advantages of a SUSPENSION 


in treating INTRANASAL INFECTIONS 


Paredrine-Sulfathiazole Suspension—unlike antibacterial agents in solution— 
does not quickly wash away. It clings to infected areas for hours—assuring 
prolonged bacteriostasis. When instilled in the Proetz position, it reaches all 
of the sinal ostia, thus helping to prevent sinusitis. 


Paredrine-Sulfathiazole Suspension is the most widely prescribed sulfonamide 
nose drop. No instances of sensitivity to its use have ever been reported. 


Smith, Kline & French Laboratories, Philadelphia 


Paredrine-Sulfathiazole Suspension 


vasoconstriction in minutes .. . bacteriostasis for hours 
‘Paredrine’ T.M. Reg. U.S. Pat. Off. 
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Patient sustained a hot-water burn on left 
leg in 1920, at age 15. Five years later, 
following a slight trauma to this area, an 
ulcer developed which became progres- 
sively larger and deeper over a period of 
26 years ... despite all established medi- 
col therapy, such as ointments (radon, 
sulfonamide, penicillin, chloresium, allan- 
toin, furacin, zinc oxide), irradiation and 
skin grafting.Photograph (left) shows ulcer 
covered by tenacious, greenish-yellow, 
offensive smelling exudate. 

Prior to institution of Tryptar and after 26 years of unsuccessful therapy. 


In 1951, 2 vials of 250,000 Armour Units 
of Tryptar powder was applied by pow- 
der blower following rinsing of ulcer with 
Tryptar Diluent (Sorensen's Phosphate 
Buffer Solution). After 30 minutes, the 
Tryptar powder was washed off and ap- 
proximately 90 per cent of the necrotic 
tissue had disappeared. Six hours later, 
Tryptar powder was again applied and 
the same procedure was repeated once 
on the following day. Twenty-four hours 
after first application of Tryptar the ulcer 
was practically clean and odorless. Photo- 
graph at this time (right) shows new granu- 
*THE ARMOUR LABORATORIES BRAND OF PURIFIED CRYSTALLINE TRYPSIN 
Twenty-four hours after institution of Tryptar. 
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WHAT iT IS: ..... 


WHAT IT’S FOR: 


WHAT IT DOES: 


HOW TO APPLY: .. . 


(IN SURFACE ULCERS) 


REFERENCES 


(1) Reiser, H. G., Patton, R., and 
Roettig, L. C.: Arch. Surg. 63: 568- 
575, 1951; (2) Reiser, H. G., 
Roettig, L. C., and Curtis, G. M.: 
Tryptar Debridement of Fibrino- 
purulent Empyema. Philadelphia, 
W. B. Saunders Co., 1950; (3) 
Reiser, H. G.: Personal Communi- 
cation. 


pee 


Purified crystalline trypsin, a natural enzymatic agent 
... for selective physiologic debridement . . . non-toxic, 
non-antigenic, non-sensitizing." 2: 3 


Suppurating and necrotic lesions and infected wounds, 
such as Varicose Ulcers, Decubitus Ulcers, Diabetic or 
Arteriosclerotic Gangrene, and Open Infected Wounds. 
Tryptar is also indicated in many other conditions. 
(Complete list of indications supplied on request.) 


Causes dissolution of necrotic tissue and removes debris 
without adversely affecting living tissue. 


If the lesion is moist: Irrigate lesion with Tryptar Diluent 
(Sorensen's Phosphate Buffer Solution) to adjust the sur- 
face pH for optimal efficacy; then apply Tryptar pow- 
der by use of powder blower or by sprinkling from the 
original vial. 


If the lesion is dry: Prepare Tryptar solution by adding 
25 cc. of Tryptar Diluent to the vial containing Tryptar 
powder (250,000 Armour Units); moisten sterile gauze 
sponges thoroughly and cover area to be treated. 


SUPPLIED: Tryptar is supplied as a two-vial preparation: One 
30 cc. vial contains 250,000 Armour Units (250 mg. of 
tryptic activity) of highly purified crystalline trypsin; the com- 
panion 30 cc. vial contains 25 cc. of Tryptar Diluent (Soren- 
sen's Phosphate Buffer Solution) pH 7.1; plus plastic adapter 
for use with powder blower, 


THE ARMOUR LABORATORIES 11, 
Oct 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 


TRYPT 
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Yo 1! The NEW 0-TOS-MO-SAN 


is a Specific in Suppurative Ear Infections — 
both Acute and Chronic, also External Otitis 
because it is... 


BACTERICIDAL . . . — it KiLis 
BACTERIA, including BACILLUS PROTEUS, 
B. PYOCYANEUS, E. COLI, BETA HEMOLYTIC 
VIVA STAPHYLOCOCCUS AUREUS 


(Isolated from ear infections and found resistant 
to antibiotics in laboratory tests) 


FU N G l Cl DAL ae it KILLS FUNGI — including ASPERGILLI, 


TRICOPHYTON, MONILIA, and 
MICROSPORUM 


NON-TOXIC NON-IRRITATING 
STABLE CLEAR 


PROVED EFFECTIVE AGAINST ANTIBIOTIC RESISTANT STRAINS OF ORGANISMS 
Substantiating Laboratory and Clinical data in press. 


FORMULA: 

A NEW, improved process, using 

Doho glycerol base, results in a 

chemical combination having VA 
these valuable properties. =? 


—. 1.6 GRAMS TRY NEW O-TOS-MO-SAN in your 


Glycerol (DOHO) Base most stubborn cases, the results will 


16.4 GRAMS 
(Highest obtainable spec. grav.) prove convincing. 
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DOHO RESEARCH PRODUCTS 
CHEMICAL CORP., 100 Varick Stree aw York 13. N.Y. 
—After 40 years STILL RHINALGAN—safe songesta 
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a successful New product 


in | the treatment of allergies and dermatoses 


(BACTERIAL POLYSACCHARIDE ) 


Pyromen initiates responses in the 
circulating leucocytes, in the reticulo-endothelial 
and the endocrine systems. 


Pyromen is proving to be increasingly useful 
in the treatment of many allergies and dermatoses, 
as well as certain ophthalmic disorders. 


Pyromen is supplied in 10 cc. vials 
containing 4 gamma (micrograms) per cc. and 
in 10 ce. vials containing 10 gamma per cc. 


“Pyromen” on your Rx will bring you 
our new booklet detailing the use 
of this new therapeutic agent. 


TRAVENOL LABORATORIES, INC. 


POSE. SEE EW 
INTRAVENOUS USE 
Manstoctured by 
ORTON 
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n the question... 


WHAT SORT OF RESULTS 
HAVE YOU HAD WITH FELSOL? 


TELL US THEY 
FELSOL provides prompt re esu Its 


antispasmodic, antipyretic, and 
analgesic action in 
symptomatic relief of ASTHMA, With 


HAY FEVER, CHRONIC 
BRONCHITIS, and SPASMODIC F l AY |) l 


Clseno For AMERICAN FELSOL COMPANY 


THIS NEW LORAIN, OHIO 


BOOKLET Please send me your booklet, BRONCHIAL ALLERGIC 
DISEASE . . . and “threshold therapy”, also clinical 
samples of FELSOL. 


| 
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.+.AND, 9 OUT OF 10 DOCTORS ANSWERING al 
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pressure, diet, work, worry, 


emotional disturbances, visceroneurosis 


cause Nervous Indigestion i 


BEN TTYL offers effective, comfortable sus- 


tained relief from pain, cramps, general discomfort due to functional gastro- 


intestinal spasm. In clinical studies!:*+> BENTYL gave gratifying to complete 


relief in 308 of 338 cases, yet was “... virtually free from undesirable side effects.” 


EACH CAPSULE OR TEASPOONFUL SYRUP CONTAINS: 


For safe, double-spasmolysis 


with PHENOBARBITAL......... 


When synergistic sedation is desired 


DOSAGE—ADULTS: 2 capsules or 2 tea- 
spoonfuls syrup 3 times daily, before or after 
meals. If necessary, repeat dose at bedtime. 


IN INFANT COLIC: 1% to 1 teaspoonful 
syrup 3 times daily before feeding.* 


| 


1, Hock, C. W.: J. Med. Assn. Ga. 40:22, 1951 ¢ 2. Hufford, A. R.: 
J. Mich. St. Med. Soc. 49:1308, 1950 « 3. Chamberlin, D. T.: Gastro. 
enterology 17:224, 1951 ¢ 4. Pakula, S. F.: To be published « 


Trade-mark “'Bentyl” Hydrochloride 


visceroneurosis 


3 
2 
: 


CRYSTOIDS® gelatin coated pills hexylresorcinol are indicated for simple, safer control 
of roundworm, tapeworm, dwarf. tapeworm, hookworm, pinworm and whipworm. 
Exhaustive clinical experience has established hexylresorcinol as a most effective, 
relatively nontoxic anthelmintic. Single treatment packages, 5 pills, 0.2 Gm. hexyl- 
resorcinol each. For children, package of 6 pills, 0.1 Gm. hexylresorcinol each. 

Sharp & Dohme Philadelphia 1, Pa. 


Worms 
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Recognition that abnormal hunger has 
both a physiological and psychological 
basis leads to more efficient medication 
for the successful restraint of 
overeating (“the one consistent and 
demonstrable finding in obesity”). 


__| acts in both ways to help 
patients succeed. 


CYCOTIN 


' Physiological restraint of abnormal hunger— 
by the non-nutritive bulk of hydrophilic 
: methylcellulose (500 mg. per tablet). 


Psychological aid in combatting the 
depression and anxiety that lead to 
compulsive overeating—by the mood- 
elevating action of d-amphetamine 
phosphate (2.5 mg. per tablet). 


Average Dosage: Two tablets with 
water three times daily, one-half 
hour before meals. 


veed & — ick 
& —arnric 
JERSEYeGITY 6, 

TORONTO; GNT., CANADA 

2 

‘we 


: 
we 
hes 
Stays 
DOWN 
2 
Pe 
“Sy, 
: 
¥ 


A BLAND, SOOTHING, HEALING, 
ALL-PURPOSE OINTMENT 
for local or external use 


in Skin Rashes, Inflammations, 
and Irritations ... 


Sunburn, Cuts, Wounds, Burns, 


and Abrasions... 
Hemorrhoids and Anorectal 


Disorders... 


Contains no Narcotic, Anes- 
thetic, Analgesic or Habit- 
forming Drugs. 


PROMPT RELIEF e@ WIDE RANGE OF USAGE 
EFFECTIVE ACTION © THERAPEUTIC SAFETY 


*T.M. Reg. U. S. Pat. Off. 
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7 
you look at American youth, it seems hard to 


believe that these energetic steel springs can ever run down. 


Yet, when you analyze, you can see why some do. 
They're unrestrained Aurriers. And emotional worriers. Which, of course, may 
account for their irrational ingestion of so much quick-energy carbohydrate. 
And though there is nothing against carbohydrate, too much of it can mean 
too little appetite for plainer, more balanced fare. At mealtime, for instance— 


when young bodies demand sound nutrition. 


When vitamin supplementation is indicated, you can’t make a sounder selection 
than Abbott. For Abbott, pioneer and leader in the vitamin field, makes 
vitamin products tailored to the task—and taste—of every age from pediatrics 
to geriatrics. Individualized vitamin products that may be administered by 
syringe, by dropper or by spoon. Vitamin products in tablet or capsule form. 
And you may be sure that the vitamin potencies stated on the Abbott label are the 


vitamin potencies your patient gets. ABBOTT LABORATORIES, North Chicago, III. 


Extra copies of this two-page insert 


are upon req 


ai 


ig 
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For Prevention of Iron Deficiency 


mol-iron Props 


Mol-Iron (molybdenized ferrous sulfate) is the most 
effective oral form of iron therapy known. Mol-Iron 
Drops provide an effective, convenient means of supplying 
prophylactic amounts of iron to the infant and child, 
obviating the need for reliance on variable and often 
inadequate dietary sources. 

For the infant and child up to 6 years of age, full M.D.R. 
of iron (7.5 mg.) is supplied by 0.3 cc. of Mol-lron Drops. 


For Treatment of Iron Deficiency 


mol-iron Liguid 


. an effective, convenient means of administering therapeutic amounts 
of iron wherever liquid medication is indicated or preferred. 

Each teaspoonful contains approximately 40 mg. of elemental iron in a 
palatable vehicle. 

Also available: Mol-Iron Tablets, Mol-Iron with Calcium and Vitamin D, 
Mol-Iron with Liver and Vitamins. White Laboratories, Inc., 
Kenilworth, New Jersey. 


*McLean, E. B.: Ped. 7:136, 1951 


GP @ March, 1952 


iron deficiency anemia 
: 
i 
= 
2 


from 


among all 
antibiotics 
Pediatricians 


often choose 


AUREOMYCIN 


Hydrochloride Crystalline 


because... Aureomycin may be given by the oral, or in an emergency 
by the intravenous, route. Aureomycin readily and rapidly 
diffuses into all the tissues and fluids of the body. 


Aureomycin in divided small dosage has given serum levels 
comparable with those following one large dose. 


Aureomycin is clinically effective in the control of infec- 
tions of bacterial, rickettsial, and large viral origin. 


Aureomycin has been reported to be effective against 
susceptible organisms in: Bronchiolitis + Bronchitis + 
Colitis + Epidemic Diarrhea + Childhood Genitourinary 
Infections Laryngotracheobronchitis Secondary Infec- 
tions following Measles « Mucoviscidosis (pancreatic fibro- 
sis) « Neonatal Infection + Otitis Media + Mastoiditis « 
Pertussis Pneumonia « Scarlet Fever « Secondary Invasion 
following Varicella 


Throughout the world, as in the United States, aureo- 
mycin is recognized as a broad spectrum antibiotic of 
established effectiveness. 


Capsules: 50 mg.—Bottles of 25 and 100. .— Bottles of 16 and 100. 
Ophthalmic: Vials of 2 mg. with dropper; solution at by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION aweascaw Guanamid couravr 30 Rockefeller Plaza, New York 20, N.Y. 
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nutritional 


anemias 


A Comprehensive Therapeutic Formula Providing: 


e Vitamin B complex in 


substantial amount, 
— including 
e Vitamin By; 
psules provides: 


ay e Vitamin C; 


E ca 
A daily dose of 3 enn gai me.” 
3 mé- 
15 me- 
6 

3 mg. 


15 meg- 


e Copper; 


Gy e Desiccated Liver. 


To secure a prompt and sustained response, prescribe 


IRON VITAMINS LIVER 
SUPPLIED: Bottles of 100 capsules 


Wyeth Incorporated «. Philadelphia 2, Pa. 


vitamin B, (ripotiavt 
Vitamin Bs (pyridoxine nydrochioride) 
Vitamin Br 2 erystalline) 
Vitamin (ascorbic acid) 25 me- 
‘4 Folic acid me. 
pantothenate 
Niacinamide 60 ms. 
Liver, desiccated. NF. 525 
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RESINAT—the ANION exchange resin. Inhibits pepsin. 
Normalizes hydrochloric acid. Adsorbs acid in the stomach, releases ‘t 


harmlessly in the alkaline small intestine. Indicated in PEPTIC ULCER. 


NATRINIL—the CATION exchange resin. For sodium withdrawal. Indicated 
in CONGESTIVE HEART FAILURE, EDEMATOUS STATES, HYPERTENSION. 
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In diarrhea, and the nausea of pregnancy — 


RESION is indicated wherever diarrhea, food poisoning or a generalized 
state of gastrointestinal toxicity exists.':? It is a valuable adjuvant in the 
treatment of these disorders. It is also of definite benefit in gastroenteritis, 
flatulence,' mucous colitis, infantile diarrhea?:* and in the management of 
the nausea and vomiting of pregnancy.‘ 


RESION is an extremely palatable suspension of special insoluble adsorbent 
ingredients and is specifically designed to take up and remove from the in- 
testinal tract, toxic compounds. The effect is one of selective adsorption and 
electrochemical attraction. 


RESION adsorbs and inhibits the action of many of the products of putre- 
faction in the intestinal tract and removes substances of endogenous bac- 
terial origin, as toxins.’ 2-5 6 


RESION’S individual constituents exert a mutually additive action:—* 7 


Polyamine methylene resin adsorbs toxic bacterial metabolites, such as 
indole and skatole, and also guanidine, histamine and tyramine. 


Sodium aluminum silicate adsorbs the toxic amines—tyramine, cadaverine, 
histamine; putrescine, guanidine, also indole and skatole. It inhibits the ac- 
tion of lysozyme.” 


Magnesium aluminum silicate adsorbs lysozyme,'- 5 *7 cadaverine and 
other amines resulting from putrefactive processes. 


How supplied: RESIOWN is supplied in a palatable vehicle: 
Bottles of 4 and 12 ounces. 


RESION 


1 Rollins, C. T., to be published. 

2 Joslin, C. L.: Del. St. Med. J. 25:35, 1950. 

3 Quintos, F. N.: Philippine J. of Med. 26:155, 1950. 

4 Fitzpatrick, V. P.; Hunter, R. E., and Brambel, C. E.; Am. J. Diges. Dis. 18:340, 1951. 
5 Meyer, K.; Prudden, J. F.; Lehman, W. L. and Steinberg, A.: Am. J. Med. 5:482, 1948, 
6 Martin, G. J.: Am. J. Diges. Dis. 18:16, 1951. 

7 Moss, J. N. and Martin, G. J.- Am. J. Diges. Dis. 15:412, 1948. 


THE NATIONAL DRUG COMPANY © Philadelphia 44, Pa. 


safe...dependable... effective 


a) 


to develop 
for 


ox-bile into chemically pure biliary duct 


a sphincter of Oddi relaxation is vita 


lan-HMB contains dehydrocholic acid 
250 mg. or 354 gr. per tablet) — the most poter 
toxic hydrocholeretic known. It also contai 
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a more complete solution... 


OBEDRIN.“ THE 60-10-70 DIET 


Obedrin Tablets permit full utilization of the appe- 
tite depressing action of methamphetamine hydro- 
chloride but eliminate the central nervous stimu- 
lation, so the patient does not suffer from nervous 
irritability and insomnia. 


The 60-10-70 Basic diet provides the basic mini- 
mum of proteins to maintain nitrogen balance, the 
basic minimum of carbohydrates to “burn off’ ex- 
cessive fat in storage. 


Obedrin Tablets and the 60-10-70 basic diet will 
permit loss of weight with minimum discomfort, 
thus inviting patient cooperation. 


FORMULA 


*Semoxydrine 
Hydrochloride 

Pentobarbital Sodium . . 

Ascorbic Acid 

Thiamine 
Hydrochloride 

Riboflavin 

Niacinamide 

Obedrin is supplied in bottles 

of 100, 500 and 1,000 yellow 

grooved tablets. 


A COMPLIMENTARY PAD OF 
SHEETS AND A TRIAL SUPPLY O 
OBEDRIN SENT TO PHYSICIANS ON 


REQUEST. MASSENGILL saistot, TENNESSEE 


The 
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ARDIOVASC 
PATIENT 


RUTAMINAL* provides the extra protec- 

tion of rutin and ascorbic acid...in support Borderline. Capillaries show 
irregularities, slight transu- 

of the cardiotonic action of aminophyl- dation. Incipient papilledema, 


line, and the sedation of phenobarbital. 


. Normal. Capillaries clearly 
defined; no transudation, 
hemorrhage, or papilledema. 


Abnormal. Capillaries tor- 
tuous, with areas of hemorrhage 
and transudation. Papilledema. 


RUTAMINAL... 


*RUTAMINAL is a trademark of Schenley Laboratories, Inc., S C He N LEY LABOR AT O RIE % IN ad 


and designates exclusively its brand of tablets containing 


rutin, ascorbic acid, aminophylline, and phenobarbital. LAWRENCEBURG +« INDIANA 


© Schenley Laboratories, Inc. 
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to obtain a 


in GOUT and 


specific response 


GOUTY ARTHRITIS 


Each NEOCYLATE* with 
COLCHICINE Entab* contains: 


Sodium Salicylate. 0.25 Gm. (4 gr.) 
Para-Amino- 

benzoic Acid... 0.25 Gm. (4 gr.) 
Ascorbic Acid ... . 20.00 mg. (1/3 gr.) 


Colchicine ....... 0.25 mg. (1/250 gr.) 
SUPPLIED: Bottles of 200, 500, 
and 1000 Entabs. 


*Trademark of The Central Pharmacal Co. 


THE CENTRAL PHARMACAL COMPANY sermour, tnotana 
Products Born of Continuous Research 


NEOCYL 


TRADEMARK 


with COLCHICINE 


Another Central First 


@ The specific effect of colchicine in relieving pain of 
gout 


@ The specific effect of salicylate in augmenting urate 
excretion 

@ The specific effect of para-aminobenzoic acid in rais- 
ing the salicylate blood level 


@ The specific effect of ascorbic acid in preventing 
depletion of vitamin C blood levels by salicylate 
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hypertensive 
heart disease 


» reduces hypertension 

© stimulates the myocardium 

decreases cardiac edema 

° allays anxiety and nervousness 


through its rational combination of ingredients— 
each chosen for a specific effect 


THEOPHYLLINE-SODIUM GLYCINATE (0.162 Gm., 214 gr.) gpl sae 
to stimulate the myocardium and provide diuresis, 

thus increasing the efficiency of heart action 

and reducing pulmonary edema and dyspnea 


MANNITOL HEXANITRATE (32.4 mg., 14 gr.) to pro- 
vide gradual and prolonged lowering of blood 


THE CENTRAL 
pressure, through its peripheral and PHARMACAL COMPANY 
coronary dilating action 


SEYMOUR, INDIANA 
PHENOBARBITAL (16.2 mg., 14 gr.) to alleviate anxiety and Products Born 
nervous tension, so common in hypertensive patients of Continuous Research 
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CARBRITAL eases daytime 

tension and anxiety and induces 
sound, refreshing sleep at 

night. Combining the rapid hypnotic 
action of sodium pentobarbital 

with the mild, prolonged sedative 
action of carbromal, it is 
both soothing and hypnotic. 
Residual “hang-over” 


or depression is unlikely 


in patients receiving CARBRITAL. 


CARBRITAL 


CARBRITAL is valuable for insomnia, nervous tension, 
and preoperative, and obstetrical sedation. It is available 
in two forms—Kapseal® and Elixir. 
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B® distress 


though findings are negative, patients remain positive of their many symp- 
toms — belching, flatulence, nausea, indigestion and constipation. 


prompt and effective relief 


can be given most of these patients by prescribing Decholin /Belladonna for 
alleviating spasm and stimulating liver function. 


DECHOLIN with BELLADONNA 


reliable spasmolysis 


The belladonna component of Decholin/Belladonna effectively relieves 
pain due to spasm and incoordinate peristalsis, and facilitates biliary and 
pancreatic drainage through relaxation of the sphincter of Oddi. 


improved liver function 


Dehydrocholic acid (Decholin), the most powerful hydrocholeretic known, 
increases bile flow, flushes the biliary tract with thin fluid bile and provides 
mild laxation without catharsis. 


DOSAGE 
One or, if necessary, two Decholin/Belladonna Tab- 
lets three times daily. 

COMPOSITION 

Each tablet of Decholin/Belladonna contains Decholin 
(brand of dehydrocholic acid) 3% gr., and ext.. of 


belladonna, '/¢ gr. (equivalent to tincture of bella- 
donna, 7 minims). Bottles of 100. 


DB-1 
AMES comPANY, INC - ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
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DIARRHEA YIELDS PROMPTLY TO 


GP @ March, 1952 


Made from specially processed carob flour, Arobon pre- 
sents a high natural content of pectin, lignin, and hemicel- 
lulose (22 per cent), substances of great powers to 
adsorb, detoxify and buffer. In anti-diarrheal therapy, 
Arobon swells to a bland, smooth, bulky mass in the 
intestine, which eliminates offending bacteria and toxins 
with the stools, thus causing the diarrhea to subside 
quickly. Formed stools frequently result in 12 to 15 hours. 

When prepared for use by simply mixing with milk, 
Arobon is a palatable drink, chocolate-like in flavor, 
readily accepted even in the presence of the anorexia so 
frequently associated with diarrhea. 


Arobon is indicated in all types of diarrheas, in every 
age group—adults, children, infants. In simple diarrheas, 
it proves promptly effective as the sole medication; in 
specific dysenteries it is a valuable adjuvant to chemo- 
therapeutic and antibiotic agents. Available in five-ounce 
bottles through all pharmacies. 


THE NESTLE COMPANY, INC. 


COLORADO SPRINGS, COLORADO 
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Enterotoxic 
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Relieves Mental Depression... 
Nervous Anxiety States 


Acting concurrently, the components of Syntil combine central stimulation with mild, 
relatively prolonged sedation—thus producing simultaneously 


<n elevation of mood; sense of well-being and efficiency—through the action of Syn- 
drox® Hydrochloride 


ona relaxation of nervousness, tenseness; relief of anxiety—through the “intermediate 
sedative” action of Butisol® Sodium 


SYMPATHOMIMETIC-SEDATIVE 


Each scored yellow tablet contains: 
Syndrox® Hydrochloride ................... 2.5 mg. 
15 mg. (4 gr.) 


SUPPL'ED: Tablets Syntil are supplied in bottles of 100 and 1000. 
Samples on request. 


LABORATORIES, INC. 
PHILADELPHIA 32, PA 
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How this Evaporating Plant Helps Protect 
Your Recommendation of Carnation 


IT’S THE CARNATION PLANT IN WAVERLY, IOWA. And like every 
one of the many plants that process Carnation Milk, it is 
Carnation-owned and Carnation-supervised. 

Yes, all milk sold under the Carnation label is processed 
by Carnation itself. Carnation never has and never will 
purchase milk packed by another company. This con- 
tinuous cow-to-can control is further assurance that 
when you recommend Carnation, the baby will always get 
milk of the same uniformly high quality that has made 
Carnation a leading brand of milk in the world. 


Only Carnation gives Your Recommendation this 
5-WAY PROTECTION 


1. Carnation is constantly improving the raw milk supply. Cattle 

bred from world champion Carnation bloodlines are shipped 2 

to dairy farmers all over the country to improve the milk a 

supplied to Carnation evaporating plants. : 
2. Carnation accepts only high quality milk for processing. Carna- DOUBLE-RICH in the food» 
tion Field Men regularly check local farmers’ herds, sanitary values of whole milk. _ 
conditions and equipment—reject milk if it fails to meet Car- 

nation’s high standards. _ FORTIFIED with 400 units 
3. Carnation quality control continues even AFTER the milk leaves of Vitamin D per pint. 
the plant. To be sure of freshness and highest quality, Carna- r 

tion salesmen use a special code control in making frequent esaaiertegers ver 
inspection of dealers’ stocks. ae digestibility. 


4. eee Milk is available everywhere. Mothers can find Car- ~ STERILIZED in the sealed 
nation Milk in virtually every grocery store in every town Bee omplete safety. 


5. ALL the milk sold under the Carnation label is processed in Car- 
nation’s own plants such as the Waverly, lowa, plant above. 


“The Milk Every Doctor Knows’ && “from Contented Cows’ 
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selective 
anticholinergic gives 


unparalleled freedom from side effects™ 


greater specificity 
hitherto unobtainable freedom from side effects 
wider flexibility of dosage 
reduces gastric motility and secretion 
relieves pain 


PranTaL* Methylsulfate is a member of an entirely new class of synthetic 
anticholinergic compounds. It curbs excessive vagal stimuli to the stomach 
by inhibiting synaptic transmission across parasympathetic ganglia. 
PrantaL Methylsulfate is unique among anticholinergic compounds. Be- 
cause of its selective action, doses which reduce gastric motility and 
secretion rarely cause dilatation of the pupils, dryness of the mouth, 
urinary retention, or constipation. 


The pharmacodynamics of Prantat Methylsulfate have been the subject of 
extensive laboratory investigations in which the classical procedures were 
used. Studies by leading clinical investigators have confirmed the value 
of its unusual properties in treatment of the peptic ulcer syndrome. 


A Clinical Research Division monograph is now in press and will be sent 
to you promptly on request. 
A clinical supply of Prantat Methylsulfate will be sent to you on request. 


Average Dosage: One tablet (100 mg.) four times daily. 


Packaging: Prantat Methylsulfate (brand of diphenmethanil methylsulfate) , 100 mg. 
scored tablets, bottles of 100, 


*T.M. 


Selering CORPORATION ¢ BLOOMFIELD, NEW JERSEY 
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= or peptic ulcer 
% 
: 


one-word § for the dry 
and 
pr escription unproductive cough 


A POTENT analgesic and antitussive, due to its content of dihydrocodeinone 
—a codeine derivative of greatly enhanced activity, remarkably free 
from nausea and constipation— 


plus the 


ANTIHISTAMINIC action provided by Pyra-Maleate (VB brand of Pyranisa- 
mine Maleate) —an effective antihistaminic with a high index of safety — 


plus the 
EXPECTORANT properties of ammonium chloride and citric acid . . . ina 
soothing, mentholated syrup vehicle. 


Supplied in 1 pint bottles. An exempt narcotic preparation. 


VB Write for detailed information 


VANPELT & BROWN, Inc. = Pharmaceutical Chemists RICHMOND 4, VA. 
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ATHEROSCLEROSIS 


A COMMON A COMMON 
DENOMINATOR? THERAPEUTIC AID? 
—— In these and other aT RO 
“high cholesterol diseases’’ The Lipotropic Formula with a PLUS 


such as xanthomatosis, se- whe 
Helps to restore or maintain normal 


vere hypothyroidism, neph- lipid metabolism, secure the desir- 


rotic nephritis, and many able balance between blood choles- 
geriatric conditions, there terol and phospholipid levels,* and 
promote oxygenation. B-TROPIC* 


presents not only the synergistic 
lipotropic value of choline and inosi- 
tol, but also the oxidation-stimu- 


tor in the form of disturbed 
lipid metabolism, often as- 


sociated with impaired ox- lating effect of thiamine, riboflavin, 

idative efficiency.'? and nicotinic acid.? 
2 Agreeable Dosage Forms 
B-TROPIC SOLUTION B-TROPIC CAPSULES 
Each fluidounce contains: Each capsule contains: 

- Weidlein, E. R., Jt.: Tricholine Citrate........... 6 Gm. Choline Dihydrogen Citrate 375.0 mg. 
Inositol, Bibliographic (47% choline base) 125.0 mg. 
Series Bulletin, no. 6, 2Gm. Thiamine Hydrochloride.. 1.0 mg. 
Thiamine Hydrochloride... .. 3 mg. Riboflavin ........ 0.5 mg. 

ditorial, -A. M.A. Riboflavin 2 mg. Nicotinic RB. 5.0 mg. 
Circulation 2:517, 1950. In a flavored, sugar-free vehicle 

Bottles of 1 pint and 1 gallon Bottles of 100, 500, and 1000 capsules 


*Trademark of The Vale Chemical Co., inc. 
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The Right 


Combinations in 


BILE ACID THERAPY 


Optimum purity of DOXYCHOL-K and DOXY- 
CHOL-AS enables the physician to obtain pre- 
dictable end results in bile acid therapy. 


Both products represent truly therapeutic formu- 
lae, since the ingredients of each exert specific 
action, and are present in full therapeutic 
amounts. 


DOXYCHOL-AS is indicated where initial treat- 
ment requires hepatic stimulation, plus spasmoly- 
sis and sedation. 

DOXYCHOL-K is ideal for continuation therapy 


over prolonged periods. It contains no antispas- 
modic nor sedative, but provides the same quan- 


hydrocholeretic effect. 


DOXYCHOL-K 


Each tablet contains: Ketocholanic ecids, 3 gr. (derived from 
TRADEMARK 


oxidized pure cholic acid, and containing approximately 90% 


tities of unconjugated bile acids with identical 


dehydrocholic acid); Desoxycholic acid, 1 gr. 


DOXYCHOL-AS » « Each tablet contains: Phenobarbital, 1/8 gr. (Warning: May be 


ener habit forming); Atropine Sulfate, 1/400 gr.; Hyoscyamine Hy- 
Write Dept. 8M for literature =} drobromide, 1/400 gr.; Desoxycholic Acid, 1 gr.; Ketocholanic 
‘Acids, 3 gr. (derived from oxidized pure cholic acid, and con- 
\ taining approximately 90°% Dehydrocholic Acid). 
‘ 


Both products available in bottles of 100, 500 and 1000 tablets, 


George A. Breon «. Company 
A Manufacturing Pharmaceutical Chemists 
1450 BROADWAY NEW YORK I8, N. Y, 
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Chicago Pharmacal Co............ 168 
Ciba Pharmaceutical Products, Inc. Mosby, C. V., Co., 


3 | Raytheon Mfg. Co 


Abbott Laboratories....... opposite 186 | Hoffmann-La Roche, Inc....... 172-173 


115 | Irwin, Neisler & Co......... 5, 23, 162 
American Felsol Co.............. 18% | Raon Co... 150 
196 | Kremers-Urban Co. .............. 175 
Appleton-Century-Crofts, Inc....... 4 | Lakeside Laboratories, Inc... .3rd cover 
Armour Laboratories, The Lederle Laboratories ............. 188 

pale aer opposite 178, 14-15, 142-143 | Lilly, Eli & Co.................. 28 
Ascher, B. F. & Co., Inc.......... 160 | M & R Laboratories........... 10, 164 
Ayerst, McKenna & Harrison Ltd. McNeil Laboratories, Inc...... 116-117, 

Baxter Laboratories, Inc........... 180 | Macmillan Co., The............. 114 
Bischoff, Ernst Co., Inc........... 132 | Maltbie Laboratories, Inc.......... 192 
204 | Massengill, S. E., Co............. 193 
Burroughs Wellcome & Co......... 144 | Mead Johnson & Co...... 4th cover, 122 


Central Pharmacal Co., The. opposite 194 | Merrell, The Wm. S., Co... . .2nd cover, 


126, 182-183 
108 


Eastman Kodak Co............... 195 
Fellows Medical Mfg. Co., Inc.. 148-149 | Pfizer, Chas. & Co. Inc...... 26-27, 154 
Gerber Products Co.............. 174 | Rand Pharmaceutical Co., Inc...... 171 
eee 112 | Raymer Pharmacal Co............. 134 


185 
Riker Laboratories, Inc............ 12 
Robins, A. H.,Co., Inc.. opposite 162, 136 
Sandoz Pharmaceuticals........... 118 
Schenley Laboratories, Inc......... 194 
1 


Sharp & Dohme, Inc.. opposite 202, 184 
Smith, Kline & French Laboratories 
8, 146, 178, 206 


Squibb, E. R. & Sons......... 110-111 
Ge, TOP: opposite 138 
140 
Tufts Medical School............. 205 
Vale Chemical Co., Inc., The... ... 203 
Vanpelt & Brown, Inc............. 202 
Warner, Wm. R. & Co. Inc........ 186 


Warren-Teed Products Co., The... 9 
White Laboratories, Inc..18, 156-157, 187 


Whittier Laboratories ............ 24 
Winthrop-Stearns, Inc. ........... 2 
Witmer Record Co............... 25 
Wocher, Max & Sons, Co......... 141 


“The Department of Dermatology and 
Syphilology of Tufts College Medical School 
and the Department of Dermatology and 
Syphilology of The Boston City Hospital an- 
nounce a three-year fellowship in Derma- 
tology and Syphilology. 


“Training will be given at The Boston 
City Hospital, which is approved by the 
American Board of Dermatology and Syph- 
ilology for three-year training. The course 
will consist of a fellowship, assistant resi- 
dency and residency. The assistant resident 
and resident will receive salary with main- 
tenance. 


“Appointments commence July first. For 
information address the Physician-in-Chief 
for Diseases of the Skin, The Boston City 
Hospital, 818 Harrison Avenue, Boston 18, 
Massachusetts.” 
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Soothing, aseptic 


THE ALKALOL COMPANY 


Taunton 2, Massachusetts 


vaginal douche 


IRRIGOL 


HACK lO 
Hanovia Chemical & Mfg. Col | 
¥ * * 
SAMPLE 
205 
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“Time and attention,” wrote William Heberden in 1768 of the 


syndrome he had named angina pectoris, “will undoubtedly discover 


297 


more helps against this teizing and dangerous ailiment. 


Today, a variety of “helps” are used in the treatment of this 


‘‘teizing and dangerous ailiment.”’ One of the more effective: 
‘Eskel’, reported by Osher and Katz to be beneficial in 80% of cases.” 


in angina pectoris E ske [’ 


the longest-acting coronary vasodilator 


1. Read at the Royal College of Physicians, July 21, 1768. 
2. New England J. Med. 244:315 (March 1) 1951. 


Smith, Kline & French Laboratories, Philadelphia 


‘Eskel’ T.M. Reg. U.S. Pat. Off. 
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the trend is to tablets 


for. 
simplicity 
and 
safety 


controlling 


ORAL diuretics are SIMPLER 
ORAL diuretics are SAFER — Cardiac” 
ORAL diuretics can be given with GREATER REGULARITY ee edema — 
ORAL diuretics are MORE CONVENIENT for patient and physician | 


the simplest method of outpatient maintenance 
EFFECTIVE AND WELL TOLERATED 


To secure the greatest efficacy and all the advantages of 
Tablets MERCUHYDRIN with Ascorbic Acid, a three-week initial 
supply should be prescribed ...25 to 50 tablets. 


Dosage: One or two tablets daily—morning or evening—preferably after meals. 
Available: Bottles of 100 tablets. Each tablet contains meralluride 60 mg. 


and ascorbic acid 100 mg. M-22 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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EVAPORATED 
MILK and DEXTRI-MALTOSE! 
FORMULA FOR INFANTS 


from whole mitk and Dextri-Maltos®” 
with added vitamin D. Homogenize® 


Lactum has a 4th dimension — *vaporated, canned and steriized- 
timesaving convenience. ME 
Feedings are prepared simply by : 
adding water. A 1:1 dilution 
supplies 20 calories per fluid ounce. 


OHNSON & 


MEAD JOHNSON & CO. 


EVANSVILLE 21,I1IND., U.S.A. 


For optimum nutrition, sound basic structure of the 
infant formula is essential. In Lactum, Mead’s evap- 
orated whole milk and Dextri-Maltose® formula, 
1. Generous protein provides for growth and develop- 
ment of sound tissues. 
2. Fat in well tolerated amounts is obtained from the 
whole milk. 
3. Dextri-Maltose, supplementing the milk sugar, 
supplies adequate carbohydrate to fully meet energy 
needs and spare protein for its essential functions. 


The proportions of these three essential nutrients 
approximate the classic caloric distribution of 15% 
protein, 35% fat and 50% carbohydrate. 

Cow’s milk and Dextri-Maltose formulas based 
on this caloric distribution have been used success- 
fully in infant feeding for more than forty years. 


For premature and full term 
infants with low fat tolerance— 


FORMULA FOR INFANTS Dalactum, Mead’s evaporated low 
Ses fat milk and Dextri-Maltose formula, 
: offers the same convenience as 
Lactum. A 1:1 dilution supplies 


20 calories per fluid ounce. 
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